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Counselors’ Knowledge about HIV Transmission and Prevention
Joseph A. Campbell
Indiana University South Bend
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Audrey Miller
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This article presents the results of an online survey that explored 80 counselors’ knowledge
of Human Immunodeficiency Virus (HIV) transmission, HIV prevention strategies, related
factors, and where counselors obtained their knowledge. Results show that approximately
90% of counselors correctly identified true and false statements about HIV transmission, and
68% of counselors correctly identified facts about HIV prevention strategies, even though 64%
reported receiving no education regarding HIV/AIDS in their graduate counseling programs.
Implications for counselor training and professional development are discussed.
Keywords: counselors’ knowledge, HIV transmission, HIV prevention

Introduction
In the early 1980s, when Human Immunodeficiency Virus
(HIV) was first recognized, society quickly stigmatized the
diagnosis to a specific population, namely gay men (Kinnier,
1986), and was originally named gay-related immune deficiency (Fee & Krieger, 1993; J. Joe, Heard, & Yurcisin,
2018). Since the 1980s, the medical field has made significant advancements in understanding the transmission and
prevention of HIV and Acquired Immune Deficiency Syndrome (AIDS). The prevention methods addressed in this
study are pre-exposure prophylaxis (PrEP), post-exposure
prophylaxis (PEP), and treatment as prevention (TasP), each
of which have implications for the counseling profession
(J. R. Joe, 2018; J. R. Joe, Heard, & Yurcisin, 2017; Rose,
Sullivan, Hairston, Laux, & Pawelczak, 2015).
The Centers for Disease Control and Prevention (CDC)
reported that an estimated 1.1 million U.S. citizens live with
HIV (2019). Moreover, the CDC estimated that roughly
162,500 (14%) of those living with HIV are unaware of their
diagnosis. In 2017, the CDC (2019) found that the rate of
HIV diagnoses among Black men and women (16,694 cases)
was significantly higher than the number of White diagnoses
(10,049 cases), Hispanic diagnoses (9,908 cases), and Asian
diagnoses (945 cases). Even still, the rate of new diagnoses
of HIV has declined in the last decade (Centers for Disease
Control and Prevention, 2019); however, the number of U.S.
citizens who are either living with HIV or are unaware of
their diagnosis could impact the physical, mental, and emotional health of those diagnosed, their families, and their personal and professional relationships.
People living with HIV or AIDS (PLWHA) benefit from
the support of family, friends, and professionals physically,
mentally, and emotionally (Kinnier, 1986; McDowell &

Serovich, 2007; Substance Abuse and Mental Health Services Administration, 2012). Although there are obvious
medical implications associated with an HIV or AIDS diagnosis, receiving a diagnosis can also create serious mental health concerns for PLWHA including depression, stress,
and trauma (Leserman, 2008), anxiety and substance use
disorders (Pence, Miller, Whetten, Eron, & Gaynes, 2006),
posttraumatic stress and death anxiety (Safren, Gershuny,
& Hendriksen, 2003), existential and spiritual issues (Holt,
Houg, & Romano, 1999), and suicidal ideation (Substance
Abuse and Mental Health Services Administration, 2012).
Due to the mental health issues that a PLWHA can experience, it is likely that, at some point in their careers,
counselors will provide services to either a PLWHA or the
PLWHA’s family. Moreover, the stigma associated with
HIV/AIDS means that services should be provided in an
ethical and culturally appropriate manner. To ensure counselors are ethically and culturally competent, past research
has recommended that counselor training programs incorporate HIV/AIDS training into their curriculum (J. R. Joe et al.,
2017; Hunt, 1996; Werth & Carney, 1994); otherwise, coun-
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selors will enter the profession with limited, biased, or inaccurate knowledge about HIV (Carney & Cobia, 2003; Rose et
al., 2015). Accordingly, it is necessary that counselors understand the transmission and prevention of HIV/AIDS in order
to work with clients and reduce the risk and stigma associated with an HIV-positive diagnosis. Inaccurate knowledge
could potentially harm and further stigmatize clients who are
diagnosed with HIV or AIDS.
Literature Review
HIV Transmission
Accurate knowledge about HIV transmission is critical for
counselors to assess, understand, support, and provide ethical counseling to clients: within the U.S. there are pervasive myths about HIV, including the false belief that HIV can
be transmitted by spitting or kissing (Kaiser Family Foundation, 2017). Inaccurate knowledge about HIV transmission perpetuates and reinforces the stigma associated with
HIV/AIDS, increasing the social challenges of living with a
diagnosis of HIV or AIDS. This lack of accurate knowledge
could have a significant impact on the physical, mental, and
emotional wellbeing of clients (J. R. Joe, 2018); furthermore,
it could very well impact the counseling process during the
assessment or provision of psychoeducation, and the examination of biases and risk-taking behaviors with clients, inhibiting the counselors ability to provide ethical counseling.
The American Counseling Association (ACA, 2014) includes an ethical guideline that highlights the roles and exceptions to confidentiality when counseling clients with contagious, life-threatening diseases (Standard B.2.C). The CDC
(2018) noted that 19 states have laws that require a person
who is diagnosed with HIV to disclose that information to
sexual partners. Joe (2018) discussed specific components
of ethical decisions related to counseling PLWHA, including confidentiality, determining serious and foreseeable risks
for third parties, and competence; thus, accurate knowledge
about the transmission of HIV is crucial because a counselor
who is aware of the ethical standard set by the ACA but does
not have accurate knowledge about HIV transmission might
make an unethical decision and break a client’s confidentiality or create further harm by not accurately assessing foreseeable risk to potential third parties.
Rose et al. (2015) assessed counselors’ knowledge
about HIV transmission in Ohio and found that counselors
from this state had statistically significantly higher levels of knowledge than the original three samples used by
Carey and Shroeder (2002) in the development of the HIVKnowledge Questionnaire-18 (HIV-KQ-18), which was used
in this study. Furthermore, Rose et al. (2015) reported a statistically significant negative relationship between age and
HIV knowledge, meaning as the age of counselors went up,
their level of HIV knowledge related to transmission tended
2
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to go down. Joe, Heard, and Yurcisin (J. R. Joe et al., 2017)
explored the factors that counselor trainees perceived as significant in addressing HIV/AIDS concerns during a counseling session. Master’s level students reported that a lack of
knowledge about the biological aspects of HIV/AIDS transmission would be most likely to affect counselor comfort
while counseling PLWHA. Although half of counselor training programs provide some basic level of HIV/AIDS training
(e.g., basic education, risk behaviors, counseling PLWHA),
with 25% reporting an entire course or large part of a course
devoted to information and training on HIV/AIDS, and another 25% offering a workshop, 50% of counselor training
programs offer no formal training or education related to
HIV/AIDS (Hunt, 1996); furthermore, Hunt (1996) found
that only 1% of counselor education master’s theses were
written on topics related to HIV/AIDS, less than 1% of doctoral dissertations were related to HIV/AIDS, and only 3%
of faculty were involved in HIV/AIDS research.
Regarding formal training, Britton, Rak, Cimini, and
Shepherd (1999) found that an intensive training model had
positive effects on counselors’ knowledge and attitudes when
counseling clients diagnosed with HIV or AIDS. Carney and
Cobia (2003) noted that counseling specializations might
have additional implications to consider; for example, they
found that school counselors had specific concerns related
to trends of HIV diagnosis among children and adolescents,
school policies and practices, and policies of disclosure and
universal precautions.
Gaining knowledge about HIV transmission, including
advances in prevention, diagnosis, and treatment, is important for counselors, because it assists in the development
of skills, self-awareness of attitudes, and provision of competent counseling services to clients (Hunt, 1996; Rose et
al., 2015). Counselors who have accurate knowledge about
HIV transmission are empowered to assess risk factors with
clients, to reduce stigma and advocate testing and treatment,
to educate and promote prevention methods, and to provide
ethical and competent counseling services for individuals,
families, and groups who are impacted by an HIV/AIDS diagnosis.
HIV Prevention
The counseling profession conceptualizes client experiences from a growth, wellness, and development perspective
across the lifespan, and prevention is considered the bedrock
of the counseling field (American Counseling Association,
2014; Myers, 1992). Furthermore, the ACA Code of Ethics
(2014) and Albee (2000) both advocate that primary prevention in mental health needs to reduce the number of new cases
of a disorder. Prevention is a critical component to reducing
transmission of HIV (Centers for Disease Control and Prevention, 2019), and counselors have the ability to play a vital
role in risk assessment and encouraging HIV testing. CurVol. 2 No. 1, 1-9, doi:10.34296/02011019
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rently, there is no current research that assesses the level of
knowledge about HIV prevention strategies that counselors
possess.
The CDC (2019) noted several strategies that help to prevent or reduce the risk of HIV transmission: abstinence, limiting the number of sexual partners, not sharing needles, and
using condoms correctly with each sexual experience. Beyond these strategies, the medical field developed newer HIV
prevention strategies, including PrEP, PEP, and TasP. PrEP
has been described as a prevention strategy for someone who
is HIV-negative but may be at high risk for HIV transmission and includes taking an oral antiviral medication such as
Truvada (tenofovir and emtricitabine) (Centers for Disease
Control and Prevention, 2018); if taken daily, PrEP has been
shown to reduce the risk of HIV transmission by more than
90%. PEP has been described as a prevention strategy for
individuals who may have been exposed to HIV. Through
PEP, individuals can reduce their risk of HIV transmission
by taking Truvada and Isentress (raltegravir) no later than 72
hours after potential exposure (Centers for Disease Control
and Prevention, 2018). TasP refers to PLWHA who take their
HIV medication(s) as prescribed, which reduces their viral
load (the amount of HIV in the body) to levels that are not
detectable on HIV tests, reducing the risk of transmission.
Knowledge about HIV encompasses not only transmission and prevention, but also awareness of the biological,
psychological and psychosocial implications, the different
types of HIV tests, methods of treatment adherence, medication side effects, and much more. While knowledge about
HIV encompasses many different aspects, this study focuses
on counselors’ knowledge of the aforementioned transmission and prevention strategies. Previous counseling research
on knowledge about HIV indicated that a lack of knowledge was the most cited influence on counselors-in-training’s
perceptions about counseling a PLWHA (J. R. Joe et al.,
2017), that approximately half of counseling programs offer no training or education on topics related to HIV (Hunt,
1996), and that there is no research about counselors’ knowledge pertaining to HIV prevention strategies. This study explored counselors’ level of knowledge related to HIV transmission and prevention, asked where counselors obtain this
knowledge, and intended to provide information about how
counseling programs, and the profession as a whole, understand and learn about HIV. As such, this study asked the following research questions:
1. How much do counselors know about HIV transmission?
2. How much do counselor know about HIV prevention?
3. What factors predict knowledge of HIV transmission
and prevention?
4. Where do counselors obtain knowledge about HIV?
Vol. 2 No. 1, 1-9, doi:10.34296/02011019

Methods
Participants
After obtaining institutional review board (IRB) approval
and permission from the listserv administrator, participants
were recruited through a series of three email solicitations
to gather data. An anonymous survey was posted to a counselor education and supervision professional listserv with approximately 3,400 members to obtain a sample that included
counseling students, current counselors, and counselor educators and supervisors (n = 80). Although counselors come
from diverse undergraduate backgrounds, practitioners and
counselor supervisors and educators shared a common professional identity.
A variety of predictor variables were collected in this
study, including gender identity, age, race/ethnicity, sexual orientation, level of education, counseling concentration, region, geographical setting, and whether or not participants personally knew someone who was either living with
HIV/AIDS or had died from it. Of the 80 participants, 57 participants (71%) identified as female, 20 participants (25%)
identified as male, and 3 participants (4%) identified as transgender. The average age of participants was 38.76 years,
ranging from 24-74 years old. Out of those who identified,
50 participants (63%) identified as White/Caucasian, 17 participants (21%) identified as Black/African American, 4 participants (5%) identified as Asian/Pacific Islander, 4 participants (5%) identified as Hispanic/Latino, and 5 participants
(6%) identified as Multiple Heritage. Fifty-four participants
(68%) identified as heterosexual, 12 participants (15%) identified as gay men, 5 participants (6%) identified as bisexual
females, 0 participants identified as lesbian, and 9 participants (11%) identified as queer.
Forty (50%) participants reported that their highest degree
was a doctorate degree, 33 participants (41.25%) reported
that their highest degree was a master’s degree, and 7 participants (8.75%) reported that their highest degree was a
bachelor’s degree. Fifty respondents (63%) identified their
concentration as a counselor education or supervisor, 20 respondents (25%) identified clinical mental health counseling,
5 respondents (6%) identified school counseling, 2 respondents (3%) identified marriage and family counseling, and 2
respondents (3%) identified addiction counseling.
More than half of the responses (59%) were from the
Southern region, 15 responses (19%) were from the North
Atlantic region, 12 responses (15%) were from the North
Central region, 3 responses (4%) were from the Rocky
Mountain region, and 3 responses (4%) were from the Western region. Fifteen participants (19%) described their geographic setting as rural, 34 participants (43%) described their
setting as suburban, and 31 participants (39%) described
their setting as urban. Almost three-quarters of participants
(73%) reported personally knowing who was either living
3
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with HIV/AIDS or had died from it, 23 participants (29%)
reported not knowing someone who was either living with
HIV/AIDS or had died from it, and 5 participants (6%) did
not know if they knew someone who was either living with
HIV/AIDS or had died from it.
Survey
The survey used in this study consisted of the HIV-KQ-18
(Carey & Schroder, 2002) which assessed knowledge of HIV
transmission, five questions adapted from the National Survey of Young Adults on HIV/AIDS (Kaiser Family Foundation, 2017) that assessed knowledge of HIV prevention methods, and seven questions adapted from the National Survey
of Young Adults on HIV/AIDS (Kaiser Family Foundation,
2017)that assessed where counselors obtained knowledge
about HIV transmission and prevention. Participants were
also given a demographic questionnaire (described above).
The information below provides more detail about the survey.
Transmission knowledge. The HIV-KQ-18 instrument
contains 18 force-choice statements related to knowledge of
transmission of HIV. It asks participants to read statements
and answer whether the prompt was “True” or “False.” Participants were instructed not to guess, but to instead select “I
don’t know.” The range for the instrument is 0 (answering all
questions wrong or as “I don’t know”) to 18 (answering all
the questions correctly), and converted into percentage score
representing accurate knowledge.
Carey and Schroder (2002) identified a gap in the literature about HIV and AIDS assessments and created a brief
measure of knowledge related to HIV transmission: the HIVKQ-18. The HIV-KQ-18 is a brief version of the original
45- item HIV Knowledge Questionnaire (HIV-KQ; Carey,
Morrison-Beedy, & Johnson, 1997). In the development
of the HIV-KQ-18, Carey and Schroder (2002) collaborated
with community health and mental health clinics to administer and test the psychometric properties of the scale with
1,100 participants from three samples: the Women’s Health
Project-1 (n = 279), the Women’s Health Project-2 (n = 357),
and the Health Improvement Project (n = 464). Participants
included low-income women and men, and women who received outpatient psychiatric treatment. Psychometric properties indicated that after removing 27 items from the HIVKQ, the HIV-KQ-18 maintained good internal consistencies
(alphas ranging from .75-.89), was stable (coefficients between .76-.94), and highly correlated to the 45-item HIV-KQ
(r = .93 - .97). After item analysis and validity testing, Carey
and Schroder (2002) reported HIV-KQ-18 provided a psychometrically sound tool to assess HIV knowledge.
We consulted the work of Joe (2018) and Joe, Heard, and
Yurcisin (2018) to determine if the statements presented in
the measure were consistent with accurate knowledge of HIV
transmission. The HIV-KQ-18 statements appeared to follow
4
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the recommendations made by those authors and assessed for
known routes of transmission. However, the internal consistency of the HIV-KQ-18 was found to have a lower Cronbach’s alpha in this study (18 items; α= .45) than in the original study (18 items; α= .75-.89). The findings from this
instrument should be considered with caution and for future
research since it is below the .70 threshold (Crocker & Algina, 2006).

Prevention knowledge. The Kaiser Family Foundation
(2017) surveyed 1,749 young adults ranging in age from 1830 years old to gain insight into the knowledge and attitudes
that the average American has about HIV. Included in the
survey were items that described facts regarding HIV prevention. Five of these items were adapted and included in this
study to assess counselor’s knowledge prevention. The items
were as follows: (a) is there a pill that people who do not
have HIV can take to protect themselves from getting HIV;
(b) if someone who has potentially been exposed to HIV and
takes medication(s) within 72 hours, it can help prevent HIV
infection; (c) if someone who has HIV takes their medication(s) as prescribed, does this reduce the risk of passing HIV
to their sexual partners; (d) with ongoing antiretroviral treatment, some people with HIV can become undetectable of the
virus; (e) PrEP is effective in protecting people who take it
from getting HIV.
These 5 items addressed overall knowledge of prevention
and each item addressed the specific HIV interventions PrEP,
PEP, and TasP. For each item, participants were asked to read
the statement and respond if it is “True,” “False,” or they
were instructed to answer “I don’t know” if they were unsure,
identical to the HIV-KQ-18 response selection. The highest score an individual could receive for the adapted Kaiser
Family Foundation (AKFF) questions was 5, meaning that
they answered each question correctly. Zero was the lowest
score an individual could receive, meaning that either they
answered each question incorrectly or they did not know the
answer. The internal consistency of the current sample on the
AKFF was .77.

Where knowledge was obtained. To assess where
counselors obtained their knowledge about HIV transmission and prevention, a survey item was adapted from the National Survey of Young Adults on HIV/AIDS (Kaiser Family
Foundation, 2017) and asked: thinking about what you know
about HIV and prevention, indicate for each area if you received “a lot (3)”, “some (2)”, “a little (1)”, or “none (0)”
related to (a) school (graduate counseling program); (b) online research; (c) doctors or other medical professionals; (d)
social medial; (e) TV, radio, or print media; (f) family; and
(g) friends.
Vol. 2 No. 1, 1-9, doi:10.34296/02011019
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Results
HIV Transmission Knowledge

The sample’s mean on the HIV-KQ-18 was 16.26 out of
18 (SD = 1.58). Next, the mean scores were translated into
a percentage score. The sample’s average percentage score
was 90.33% (SD = 8.78). An independent samples t-test of
HIV-KQ-18 scores determined that there was no significant
difference in the scores between counselors who know someone diagnosed with HIV/AIDS (M = 16.20, SD = 1.63) and
counselors who do not know or are uncertain if someone they
know is diagnosed with HIV/AIDS (M = 16.38, SD = 14.49),
t(78) = -0.477, p = 0.673.
A one-way analysis of variance (ANOVA) determined that
there was a statistically significant difference between the
mean scores on the HIV-KQ-18 for the three educational levels, F(2,77) = 6.037, p = 0.004. A Tukey HSD post-hoc
analysis indicated that the mean score for participants with a
doctorate degree (M = 16.83, SD = 1.06) was significantly
different from the mean scores of participants with a master’s degree (M = 15.79, SD = 1.73) and participants with a
bachelor’s degree (M = 15.29, SD = 2.29).
An ANOVA determined that there was no significant difference of mean scores on the HIV-KQ-18 level for the three
gender groups, F(2,77) = 2.481, p = 0.09. A multiple linear regression test determined the relationship between the
eight dummy coded predictor variables and HIV transmission knowledge from mean scores on the HIV-HQ-18 and a
demographic questionnaire. A stepwise regression identified
the model of best fit. The correlation variables and descriptions statistics are summarized in Table 1.
Table 1
Summary of Stepwise Regression Analysis for Variables Predicting HIV Transmission Knowledge
Variable
B
SE B β
t
Constant
17.62
.54
32.31***
Education
-.738
.24
-.30
-3.07**
Ethnicity
-.493
.15
-.33
-3.36**
Sexual
Orientation .380
.15
.25
2.51*
Note. n = 80; * = p < .05; ** = p < .01; *** = p < .001

The results from these analyses suggested that a threepredictor model of ethnicity, sexual orientation, and highest
educational level accounted for 30.7% (R2 = 0.307) of the
total variance of HIV transmission knowledge, F(3, 73) =
10.76, p = 0.00, 95%, CI [16.53, 18.70]. The low predictive
value could be explained by our small sample size (Wampold
& Freund, 1987). Wampold and Freund (1987) recommend
a minimum of 40 responses per predictor variable to increase
the predictive value of a model.
Vol. 2 No. 1, 1-9, doi:10.34296/02011019

HIV Prevention Knowledge
The sample’s mean for the AKFF questions was 3.4 out of
5 (SD = 1.66), and, the sample’s overall percentage of correct answer was 68% (SD =33.16). Two items on the survey
directly assessed counselor knowledge of PrEP. The sample’s
average for these two items was 67.5% (SD = 44.37). One
item on the survey asked counselors about PEP, and the sample’s average for this item was 52.5% (SD = 50.25). Lastly,
two of the adapted items on the survey assessed counselor
knowledge of TasP. The sample’s average correct answer for
these two items was 74.4% (SD = 35.57).
An independent samples t-test determined that there was a
significant difference in the scores between counselors who
know someone diagnosed with HIV/AIDS (M = 3.80, SD
= 1.43) and counselors who do not know or are uncertain
if someone they know is diagnosed with HIV/AIDS(M =
2.58, SD = 1.58) on the AKFF, t(78) = 3.26, p = 0.039. An
ANOVA determined that there was no statistically significant
difference between the mean scores for the three educational
levels, F(2,77) = 0.038, p = 0.96.
An ANOVA determined that there was a statistically
significant difference of mean scores for the three gender
groups, F(2,77) = 7.564, p = 0.001. A Tukey HSD post-hoc
analysis indicated that the mean score for females (M = 2.98,
SD = 1.695) was significantly different from the mean scores
for males (M = 4.35, SD = 1.04). However, the mean score
for participants who identified as transgender (M = 5.00, SD
= 0.00) did not significantly differ from females (M = 2.98,
SD = 1.695) or males (M = 4.35, SD = 1.04). These findings
suggest, with caution due to sample size, that males seem
to know more than females about HIV prevention strategies.
A multiple linear regression test determined the relationship
between eight dummy coded predictors variables and HIV
prevention knowledge based on the scores from the AFKK
questions and a demographic questionnaire. A stepwise regression identified the model of best fit. The correlation variables and descriptions statistics are summarized in Table 2.
Table 2
Summary of Stepwise Regression Analysis for Variables Predicting HIV Prevention Knowledge
Variable
B
SE B β
t
Constant
3.33
.68
4.87**
Gender
1.08
.68
.36
-3.51*
Knowing someone
diagnosed
with -1.01
.36
-.28
-2.76*
HIV/AIDS
Note. n = 80; * = p < .01; ** = p < .001

The results from this analysis suggested that a twopredictor model of gender and knowing someone diagnosed
with HIV/AIDS accounted for 23.1% (R2 = 0.231) of the total variance of HIV prevention knowledge, F(2, 74) = 11.14,
5
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p = 0.00, 95% CI [1.97, 4.70].
Obtaining Knowledge about HIV and Prevention
To understand where counselors obtained their knowledge about HIV transmission and prevention, a survey item
adapted from the National Survey of Young Adults on
HIV/AIDS (Kaiser Family Foundation, 2017) asked: thinking about what you know about HIV and prevention, indicate for each area (graduate counseling programs, online research, doctors or other medical professionals, social media,
TV, radio, or print media, family, and friends) if you received
“a lot,” “some,” “a little,” or “none.” In this sample (see Figure 1), 51 participants (64%) reported obtaining no knowledge about HIV and prevention from their graduate counseling programs. Thirty-seven participants (46%) reported
obtaining some knowledge about HIV and prevention from
online research. Twenty-eight participants (35%) reported
obtaining some knowledge about HIV and prevention from
doctors or other medical professionals. Forty-four participants (54%) reported obtaining a little or some knowledge
about HIV and prevention via social media. Thirty-two participants (40%) reported obtaining a little knowledge about
HIV and prevention through TV, radio, or print media. Fiftythree participants (66%) reported obtaining no knowledge
about HIV and prevention from family. Finally, 27 participants (34%) reported obtaining some knowledge about HIV
and prevention from friends.
Discussion
The findings of this study have various training and educational implications for the counseling profession. Generally,
the results suggested that as counselors’ educational attainment increased, so did their knowledge about HIV transmission. Counselors’ average knowledge of HIV transmission
was 90.33% correct (16.26), meaning that counselors have
a good amount of knowledge related to HIV. This finding is
similar to the work by Rose et al. (2015) where participants
from a state level professional counseling conference were
91.51% correct (16.47) in their HIV transmission knowledge.
Between 2015 and 2019, it appears that the average of counselors’ knowledge, based on the findings of Rose et al. and
the findings of this study, has remained fairly stable, but has
grown slightly less correct.
Generally, this could indicate that counselors’ knowledge
has slightly decreased, or that there are other factors within
the sample that contributed to this decrease. In their initial
study, Rose et al. (2015) found a negative relationship between a counselor’s age and their HIV/AIDS knowledge; this
study found that higher levels of educational attainment (i.e.,
older) increased knowledge about HIV transmission. This
difference could be due to the fact that even though age and
educational attainment are likely related, they are not the
same.
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Additionally, the results of this study found that participant ethnicity, sexual orientation, and level of educational attainment were significant predictors of counselors’
HIV transmission knowledge, suggesting that these variables
were important in gaining knowledge about HIV transmission. This is especially important when considering the disproportionate number of HIV cases in the gay community,
bisexual community, and communities of color (Centers for
Disease Control and Prevention, 2019). Helping counselors
gain knowledge about HIV transmission and prevention is
critical for ethical and competent practice: training programs
developed or altered by this study could impact counselor
knowledge and attitudes related to HIV/AIDS by offering intensive HIV/AIDS education in the classroom (Britton et al.,
1999). The findings of this study, Carney and Cobia (2003),
and Rose et., al (2015) suggested that, overall, counselors
have an adequate knowledge about HIV transmission, but
continued assessment in the areas of HIV related knowledge
are necessary, as understanding of treatment and prevention
change.
Prevention is a cornerstone of the counseling profession
(American Counseling Association, 2014; Myers, 1992), and
the HIV prevention strategies described above are important
for counselors to know in order to offer ethical and competent services in a variety of settings. Five items asked
participants about current HIV prevention strategies. Sixtynine percent of counselors demonstrated accurate knowledge
about PrEP, 53% about PEP, and 74% about TasP; however,
because the items asked about the strategy itself and not the
terminology, counselors may not possess the language to discuss these strategies with clients. Similarly, since counselors
in this study knew less about HIV prevention than they did
HIV transmission, prevention information could be incorporated into various courses, such as human sexuality, couples
counseling, or multicultural counseling. Furthermore, seeing as counselors knew the least about PEP, and considering the variety of settings that counselors practice, it seems
this strategy in particular would be an important prevention
method to include in classroom discussions about trauma and
sexual assault or life span development and childbirth. Additionally, this study found that knowing a PLWHA increased
counselors’ knowledge of prevention. This finding suggests
that a counselor who knows a PLWHA are likely learn different aspects of HIV (Veinot & Harris, 2011). Keeping this
in mind, training programs could also offer a colloquium and
work to incorporate basic education about HIV transmission,
prevention, and counseling PLWHA into their courses (Hunt,
1996).
Even though Hunt’s (1996) study surveyed program
chairs, and this study asked individual participants to selfreport about HIV training they received in graduate counseling programs, both found a startling number of programs
incorporate no HIV training into their counseling program,
Vol. 2 No. 1, 1-9, doi:10.34296/02011019
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suggesting that the counseling profession is inadequately addressing issues of HIV in the classroom. Counselor training programs and instructors should work to identify ways
of increasing the HIV related content of their curriculum
and courses, while considering the counseling implications
of counseling specializations (Carney & Cobia, 2003). Programs can consider including units or class periods that focus on HIV as a special topic, incorporating information
about transmission, prevention, biological effects, psychological effects, psychosocial effects, and legal and ethical issues. Class assignments could ask students to view HIV related information from reputable sites, such as thebody.com
or CDC.gov, and reflect on their learning; similarly, instructors could include HIV themed case studies (see Remley &
Hirlihy, 2005; Wengerd, Hill, & Konieczka, 2014) to frame
class discussions about ethical decision making, how best to
counsel PLWHA, or even HIV prevention information. Furthermore, counselor educators could produce various HIV related instructional materials and incorporate an HIV focused
community-based learning into a course to engage students
in learning about HIV transmission, prevention, and the impact a diagnosis has on individuals, families, and communities.
In this study, counselors reported (see Figure 1) receiving
the majority of their knowledge about HIV from online research, followed by: doctors and other medical professions;
friends; TV, radio, and print media; social media; graduate
counseling programs; and family. This pattern suggests that
counselor educators could include HIV related information
in digital presentations. Furthermore, counselors reported receiving the least about HIV knowledge from family. Joe et al.
(2018) found that counseling students noted psychological
health, healthcare cost, and stigma as perceived challenges
facing families with a PLWHA. Considering all the psychological, social, physical, and adjustment issues that could affect the person and the family of the person diagnosed or living with HIV, it is important that counselor training programs
incorporate additional opportunities for learning about HIV,
prevention, and practice.
As participants in this study reported receiving most of
their knowledge from online research, counseling scholars
could benefit from developing HIV related scholarship and
conference presentations and supporting ongoing HIV related research. Future research should identify where counselors are researching and receiving their knowledge from.
Furthermore, because counselors reported TV, radio, print,
and social media as sources of knowledge, counselors and
educators could write articles for counseling newsletters in
different states and associations or highlight December 1 as
World AIDS day on social media accounts to combat stigma
and raise awareness.
Vol. 2 No. 1, 1-9, doi:10.34296/02011019

Limitations and Conclusions
This study, like all studies, had limitations. This study
focused on exploring counselor knowledge about HIV transmission and prevention and learning where counselors received that knowledge. First, participants self-selected into
the study, and three-quarters (75%) reported knowing a
PLWHA, suggesting a higher level of interest in the topic,
which might have inflated average scores for knowledge related to HIV. Second, the sample size was small, and most
participants (50%) held a doctoral degree and identified as
counselor educators (63%), limiting generalizability. Recommendations for future routes of research include investigation into: (a) counselors’ knowledge of the relationship
among biases, attitudes, and beliefs specific to HIV transmission and prevention; (b) counseling programs’ integration of HIV transmission and prevention into course assignments; (c) counselors’ knowledge about HIV transmission
and prevention related to practice setting or clinical experiences counseling a client diagnosed with HIV/AIDS; and (d)
whether or not different counseling specializations possess
different levels of knowledge or practice-related concerns.
Another potential limitation of this study is related to the
survey. The internal consistency of the HIV-KQ-18 (Carey
& Schroder, 2002) was low and certain statements may reinforce stigma and stereotypes about HIV. Joe and Parkin
(2018) discussed the importance of language in working with
PLWHA including: “living with HIV” versus “infected with
HIV,” “condomless sex” versus “unprotected sex,” and “HIV
diagnosis or transmission” versus “HIV infections.” While
Carey and Schroder (2002) reported language such as “vaccine” or “antibiotic” increases the reading level, future researchers could develop a questionnaire about HIV knowledge that is specifically designed for counselors, has higher
internal consistency, and includes current language about
HIV/AIDS.
Additionally, the limited number of items adapted from
the Kaiser Family Foundation survey (2017) could impact
the results and understanding of counselor knowledge related to HIV prevention strategies. Furthermore, it is possible that counselors were aware of the prevention strategy
but were unfamiliar with the terminology used (i.e. PrEP,
PEP, or TasP). The survey items focused on the understanding of the prevention intervention, not the terminology. Further research is needed to understand counselor knowledge
about HIV prevention, specifically a measure of bias towards
different prevention strategies could provide a description of
what types of knowledge are shared when someone knows a
PLWHA.
Although there are limitations to this study and various
opportunities for future research, the limitations do not detract from the findings of this analysis: (a) counselors have
a good amount of knowledge regarding HIV transmission,
(b) educational attainment, ethnicity, and sexual orientation
7
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Figure 1. Source of Information
were significant factors in predicting accurate knowledge
about HIV transmission, (c) 68% of counselors had accurate
knowledge about the HIV prevention strategies PrEP (69%
accurate), PEP (53% accurate), and TasP (74% accurate), (d)
gender identity of the counselor and whether or not counselors knew someone diagnosed with HIV/AIDS were significant factors in predicting accurate knowledge about HIV
prevention, and (e) 64% of counselors reported receiving no
training or education about HIV from their graduate training
programs. These are important findings for the counseling
profession, findings that can provide ways to increase educational opportunities in training courses, professional development, and research and scholarship regarding HIV and
AIDS.
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Negotiating Sexual Values in Counselor Education:
A Qualitative Case Exploration
Megan Speciale
Palo Alto University
The purpose of this qualitative case study was to examine the ways in which counselor educators acknowledge and negotiate their personal sexological worldviews in the teaching of sexuality counseling classes. Analysis of interview material, data mining, and member theorization
of six participants (n=6) yielded four overarching themes: 1) centering self-awareness, 2) managing ethical bracketing, 3) affirming sexual diversity, and 4) teaching as a conduit for personal
growth. Implications for educators and future recommendations for research are explored.
Keywords: sexuality, values, counselor education, counseling, case study

Introduction
Sexual values play a significant role in a counselor’s ability to comfortably and competently treat clients’ sexual issues (Bidell, 2014; Miller & Byers, 2010; Russell, 2012;
Wieck Cupit, 2010). Values are critical to the counseling
process, as both client and counselor possess unique worldviews that shape their understanding and experiencing of all
sexual issues (Sitron & Dyson, 2012). A person’s sexological
worldview is constituted by personal beliefs, attitudes, and
biases about sexuality, and is developed over the course of the
lifespan and shaped by social, cultural, and political systems
(Buehler, 2017). Sexological worldviews serve as the lens
through which individuals develop sexual ethics, which determine what sexual behaviors a person believes to be healthy
or unhealthy, appropriate or inappropriate, and ethical or
shameful. These beliefs transform and evolve throughout the
lifespan in tandem with changing individual experiences and
social dynamics.
Due to the variability of beliefs and attitudes about sexuality among individuals, self-awareness of one’s sexological
worldview is an essential component to sexuality counseling
competence (Buehler, 2017; Murray, Pope, & Willis, 2017).
Self-awareness is achieved by the counselor’s ongoing evaluation of their personal beliefs and attitudes, particularly in
relation to clients and the therapeutic relationship, via critical self-reflection and external consultation, supervision, and
education (Murray et al., 2017). Values clarification, or the
process of gaining awareness of personal values, beliefs, and
attitudes, is a practice aligned with the ACA Code of Ethics
(2014), which charges counselors to become “aware of—and
avoid imposing—their own values, attitudes, beliefs, and behaviors” onto clients during the therapeutic process and to
“seek training in areas in which they are at risk of imposing their values onto clients, especially when the counselor’s
values are inconsistent with the client’s goals or are discrim-

inatory in nature” (p. 5). Thus, counselor educators who
teach sexuality topics are tasked with facilitating students’
continued discovery of personal belief systems and encouraging awareness of how these beliefs may hinder or support
the counseling process.
Sexuality education in the health professions is guided by
the assumption that “attitudes and values regarding personal
sexuality and the patient’s sexuality are likely to affect every patient encounter” (Weerakoon & Stiernborg, 1996, p.
185). Research examining the relationship between personal
values and clinical competence has provided evidence that
sexual health beliefs, attitudes, and values can have a significant impact on counselors’ comfort (Anderson, 2002; Russell, 2012; Wieck Cupit, 2010) and willingness to (Juergens,
Miller Smedema, & Berven, 2009) address clients’ sexual
concerns. Cultural competence is also affected by personal
values, as demonstrated in Bidell’s (2014) survey of 228
counseling students, supervisors, and educators that found
that religious and political values were strongly related to
sexual orientation competence. Specifically, participants
with more conservative religious and political values demonstrated significantly lower scores of sexual orientation competence. Similar results were found in Satcher and Schumacker’s (2009) examination of homonegativity in a sam-
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ple of professional counselors (n=1,687), which indicated
that participants reporting higher frequencies of church attendance and conservative political affiliation had significantly
higher scores of homonegativity. This research supports the
notion that personal values influence clinical comfort and
competence in the treatment of diverse populations.

instruction of sexuality coursework in counselor education?
In other words, the research explored how educators think
about their personal values with respect to teaching sexuality
material, as well as how they understand the impact of these
values on their sexuality pedagogy and curriculum development.

Purpose of the Study

Researcher Positionality

In her book What Every Mental Health Professional
Needs to Know About Sex, Stephanie Buehler (2017) described that prior sex education, values exploration, and
exposure to sex-specific counseling supervision enhances
counselors’ abilities to discuss sexual issues with clients
from a non-judgmental, normalizing, and affirming stance.
Less known is how these factors may also have an impact on counselor educators’ abilities to competently teach
sexual topics to counselors-in-training. Given the link between counselor values and clinical practice (Bidell, 2014;
Russell, 2012), there is evidence to suggest that educators’
values may also have an impact on the teaching process.
Feminist scholar and educator bell hooks (1994) described
that educators often unwittingly allow their values and opinions to guide their pedagogical decision making, as demonstrated by the selection of textbooks/readings, the exclusion/inclusion of certain learning outcomes, the measures of
assessing learning outcomes, and the use of specific teaching interventions. O’Brien and Howard (1996, p. 327-328)
further illustrated this relationship:

Creswell (2013) posited that “all writing is ‘positioned’
and within a stance. All researchers shape the writing that
emerges, and qualitative researchers need to accept this interpretation and be open about it in their writing” (p. 215).
As a researcher, my sexological worldview is grounded in my
experiences as a White, queer, and able-bodied ciswoman, as
well as my upbringing in a conservative region of the Southern United States. As is commonly encountered across the
U.S., I grew up in a home and community that was generally
silent about the topic of sex. One assumption of this study
was that participants and their students may also have limited previous exposure to sexuality education and thus may
come to this topic with some discomfort or shame. Furthermore, in the few instances I was exposed to sexuality topics
as a child, they were framed in line with heteronormative
gender and sexual stereotypes, which had an impact on my
early beliefs on the purpose and function of sex. This guided
the second assumption of this study, that participants’ cultural backgrounds and geographic regions would factor into
the formation of their sexual politics, worldviews, and pedagogy. The third assumption was that participants’ sexological worldviews are fluid and ever-evolving throughout the
lifespan and thus subject to change throughout the research.
Hence, the focus of this study was to understand the process by which counselor educators negotiated their values
systems in and outside the classroom, rather than examine
educators’ specific value systems.

Our values and judgments are intractably interwoven into the choices we make about our
particular pedagogical position, the assumptions
we make about who we are teaching and why,
and the decisions we make about what materials to use and how to frame the content of our
courses. To the extent that we are aware of the
values and intentions, we can account for our
decisions and actions as teachings. This critical reflective posture is the basis of responsible
authority and passion for teaching and learning.
With little data regarding counselor educators’ own values
clarification and negotiation processes, there is a significant
lack of evidence to indicate best practices in culturally responsive sexuality education for professional counselors-intraining.
With little information available regarding the role of educator values in the teaching of human sexuality, the current research study aimed to address this gap by exploring
counselor educators’ experiences navigating and negotiating
values in the human sexuality classroom. Specifically, qualitative case study methodology was utilized to examine the
question: How do counselor educators understand and negotiate the role of their personal sexological worldviews in the
Vol. 2 No. 1, 10-21, doi:10.34296/02011032

Theoretical Framework
My own sexological worldview has evolved to align
closely with the theoretical framework for this study, which
includes intersectional feminism, queer theory, and sexpositivity. This framework includes the following central
tenets: (a) sexuality is a normal and natural aspect of human
existence and is “benign or positive in its ability to provide
pleasure and contribute to self-fulfillment and psychological
adjustment” (McKay, 1998, p. 52), (b) sexual orientation
and gender identity are biopsychosocially constructed and
flexible, nuanced, and mutable throughout the lifespan, (c)
common sexual norms are influenced by prevailing sociocultural norms (i.e., white heteropatriarchy) and thereby may
reinforce oppressive conditions for non-dominant groups, (d)
sexual experiencing is unique and subjective, and (e) while
informed consent is an ethical sexual imperative, the morality of sexuality is not fixed as individuals create their own un11
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derstandings of sexual values (Jones, 2011; McKay, 1998).
This theoretical framework guided the methodology of the
current study, specifically regarding data collection and analysis methods, as well as reporting and interpretation of the
findings.
Methodology
For this study, I utilized qualitative case study methodology to gain increased insight into the role of educators’ value
systems in their teaching of sexuality. Yin (2014) defined
case study research as an investigation of a "contemporary
phenomenon (the ‘case’) in its real-world context," which
is distinguished by its emphasis on triangulation, or multidimensional data collection from several data sources and
types (p. 2). Popularized by scholars in educational research
as a tool to examine best practices in curriculum design and
implementation, case study research was selected as the ideal
methodology for this study due to its focus on "inductive exploration, discovery, and holistic analysis...presented in thick
descriptions"(Harrison, Birks, Franklin, & Mills, 2017, p.
3).The purpose of case study research is to examine a complex phenomenon where the boundary between the issue and
the context in which it occurs is not clear or easily delimited
(Harrison et al., 2017). In this study, the negotiation of values
was selected as the phenomenon of study (case), which is
delimited to sexuality-focused counselor education settings
(bounded system); thus, the primary goal for this study was
to understand how the bounded system (i.e., sexuality classroom) shapes the case, or participants’ processes of values
negotiation.
Sampling Procedures
Case study sampling procedures advise researchers to first
identify a case, then purposively determine multiple sources
of data within the case (e.g., individuals, documents, artifacts) that provide a multilayered understanding of the case
(Merriam, 2009). As case study research is commonly
conducted with a sample of one, the sample size of this
study (n=6) was consistent with case study sampling guidelines, which stipulate that the sample include participants
with access to rich and sustained experience with the case
(Merriam, 2009). Upon approval from the institutional review board, participants were recruited through professional
counseling networks (i.e., CESNET and ACAConnect listservs) and were purposively selected based on the criteria that they were adult counselor educators with recent
(within the past two years) experience teaching a human sexuality course in a counseling graduate program. Recruitment materials indicated prioritization of counselor educators from non-dominant group backgrounds (e.g., people of
color, LGBTQ+ individuals, people with disabilities, etc.) in
attempts to capture a diverse array of cultural values within
the sample.
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Speciale, 2020

Participant Profiles
Participants in this study were six counselor educators
(n=6; see Table 1) ranging in cultural identities, religious
affiliations, and geographic locations. Pseudonyms were utilized upon completing informed consent to protect participant confidentiality.
Rachel. Rachel was an early-career counselor educator
teaching human sexuality at a counseling program in the
southern region of the United States. She self-identified as a
Caucasian, heterosexual cisfemale in her early 40s. She had
experience teaching, researching, and presenting on sexual
topics.
Nancy. Nancy was a senior counselor educator teaching
human sexuality at a counseling program in the southern region of the United States. She self-identified as a White, heterosexual cisfemale in her late 60s. She specialized in human
sexuality throughout her career as a counselor and educator.
Quinn. Quinn was a mid-career counselor educator teaching human sexuality at a counseling program in the eastern
region of the United States. She was a White, cisfemale in
her early 40s and self-identified as bisexual. She specialized
as a counselor and researcher in human sexuality, LGBTQ+
issues, and multicultural issues in counseling.
Maurice. Maurice was an early-career counselor educator teaching human sexuality at a counseling program in the
central region of the United States. He was in his late 40s and
self-identified as Latino, cismale, and gay. He shared that his
passion for human sexuality stems in part from his desire to
serve and advocate for LGBTQ+ populations.
Evan. Evan was an early-career counselor educator teaching human sexuality at a counseling program in the central
region of the United States. He was in his late 30s and selfidentified as a White, heterosexual cismale. He described
that his passion for teaching human sexuality stemmed from
his professional specialization in sexual abuse and his desire
to advocate for survivors.
Sebastian. Sebastian was a senior counselor educator
teaching human sexuality at a counseling program in the
eastern region of the United States. He was in his early 50s
and self-identified as a White, gay, gender-variant male. Sebastian specialized in LGBTQ+ issues and human sexuality
throughout his career as a counselor and educator.
Data Collection
A primary feature of case study data collection is to triangulate multiple sources of data to achieve a holistic and
contextual understanding of the research phenomenon (Yin,
2014). In this study, I sought three sources of triangulation:
1) the collection of data from multiple participants; 2) the
collection of multiple data types, including two 60-75 minute
interviews and public (i.e., syllabi, course handouts/notes,
grading rubrics) and private (i.e., including curriculum viVol. 2 No. 1, 10-21, doi:10.34296/02011032
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Table 1
Participant Demographics
Name
Gender Identity
Rachel
Cisfemale
Nancy
Cisfemale
Quinn
Cisfemale
Maurice
Cismale
Evan
Cismale
Sebastian
Gender variant male

Sexual Identity
Heterosexual
Heterosexual
Bisexual
Gay
Heterosexual
Gay

tae and teaching philosophy statements) document mining;
and 3) the collection of data from active participant theorizing, or member-checking (Yin, 2014). Two semi-structured
interviews were conducted with each participant (with approximately one month between interviews) to answer the research question: How do counselor educators understand and
negotiate the role of their personal sexological worldviews in
the instruction of human sexuality? The first interview was
aimed toward exploring the participants’ 1) pedagogy and
instruction of sexuality and 2) personal understanding of the
role and impact of their values on the teaching process. Sample questions from the first interview include 1) How do you
describe your philosophy of teaching, or pedagogy, of human
sexuality? 2) What personal or professional values have contributed toward your pedagogy? and 3) How do your values
inform which teaching interventions/strategies you use? The
second interview centered on the specific strategies used by
participants to integrate, negotiate, and/or mitigate the impact of their values throughout the course. Sample questions from the second interview include 1) How have you
come to understand your values as they relate to human sexuality? 2) How have you come to understand the impact
of your values on the teaching process? and 3) How have
you managed a previous value conflict with a student? Each
interview was de-identified and transcribed by an outside,
HIPPA-compliant transcription agency and then sent to participants for member-checking within two weeks of the interview. Transcripts were approximately 25 double-spaced
pages per interview.
Data Analysis
Scholars have recommended that, because case study
methodology does not prescribe a specific set of analytic
methods, researchers must select an independent analytic
framework that aligns with the specific needs of the study
(Merriam, 2009; Stake, 1995; Yin, 2014). As the current
study was exploratory in nature, Saldaña’s (2016) framework for qualitative coding was utilized to analyze, uncover,
and triangulate emergent patterns and themes across participants’ data sources. Consistent with Saldaña’s framework,
data analysis occurred in three phases. The first phase involved the use of analytic memos to track emergent findings
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Racial/Ethnic Identity
White
White
White
Latino
White
White

Age
40s
60s
40s
40s
30s
40s

Geographic Region
Southern
Southern
Eastern
Central
Central
Eastern

during data collection. The analytic memos served to document “how the process of inquiry is taking shape,” as well
as instances of potential researcher bias (Saldaña, 2016, p.
44). The second phase, or first cycle coding, began upon
transcription and included initial and holistic coding. Initial
codes are described as a “microanalysis” of the data, which
were developed through line-by-line analysis of transcripts
and curricular documents. Holistic or “macro-level” coding
was then used to achieve a global understanding of the data.
Upon completion of the first coding cycle, I provided to participants summaries of the emergent codes and invited their
feedback. Four participants confirmed that the codes were
appropriate, and two participants responded with additional
insight, which was then synthesized into the initial coding.
The final phase, or second cycle coding, involves the “reorganizing and reanalyzing” of data coded in earlier phases
of analysis (Saldaña, 2016, p. 234). In this stage, I identified thematic codes across participants and data sources,
which were formulated by examining the initial codes for
patterns and discrepancies. Pattern codes were then used to
describe the major themes observed within the case, which
were shared with participants upon completion of analysis.
Participants confirmed that the themes were appropriate and
reflective of their intended meanings.
Efforts to Increase Trustworthiness
Several strategies were utilized to establish trustworthiness and credibility throughout the study. In line with Morrow (2005) and Saldaña (2016), I maintained a researcher
journal to keep a detailed record of research events, participant communication, analytic memos, and personal reflections about the data collection and analysis process in
an effort to critically examine and bracket biases pertaining to the research. To enhance the credibility of the research findings and minimize researcher bias, participants
were provided with and invited to reflect upon research notes,
transcripts, and data analysis notes throughout the research
study (Morrow, 2005). All participant comments were then
added to the total data analysis. To ensure the adequacy and
credibility of the data, I also pursued sustained engagement
with the participants by interviewing over the course of three
months and communicated frequently with multiple rounds
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of member-checking (Morrow, 2005). I also utilized triangulation across multiple data sources and multiple participants,
with existing literature to further minimize researcher bias
and ensure a thorough and credible analysis of the findings
(Morrow, 2005; Saldaña, 2016).
Results
The participants in this study discussed their experiences
of negotiating personal value systems in the classroom in line
with four overarching themes: 1) centering self-awareness,
2) implementing ethical bracketing, 3) affirming sexual diversity, and 4) teaching as a conduit for personal growth.
Recognizing that values are an inherent part of teaching,
participants described the importance of examining one’s
own biases and the potential impact of one’s values on the
teaching process. Participants also acknowledged that because sexual education is not and cannot be value-neutral, it
was important to expose students to a wide array of sexual
perspectives and value systems throughout the course as a
method of encouraging discussion, introspection, and values
clarification. Lastly, participants described the dynamic relationship between their teaching and their values, including the ways in which teaching sexuality coursework has
prompted evolution in their sexological worldviews. Each
of these themes will be discussed in depth in the following
sections.
Centering Self-Awareness
The first theme to emerge in the data was the identification of self-reflection as the primary strategy for negotiating
one’s values in the classroom. Participants emphasized the
importance of sexual values in both the teaching and practice
of sexuality-focused counseling, which was iterated across
all data sources, including interviews, syllabi, assignment
descriptions, and teaching philosophy statements. Participants recognized that their own value systems played a major role in pedagogical decision-making and from this awareness, emphasized self-reflection as both a prerequisite for educators and students alike.
Self-awareness and counseling competence. All participants indicated that sexuality competence can only be cultivated to the extent to which students become aware of internal sexual value systems and understand the potential impact
of these values on the therapeutic relationship. For instance,
Rachel, who was teaching in a master’s counseling program
in a conservative area in the southern United States, indicated
in her syllabus:
This class involves student self-reflection related to examining one’s personal values, beliefs, and biases surrounding human sexuality
issues. . . The purpose of this self-reflection is to
prepare students for managing their reactions,
14
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value conflicts, and biases that may arise when
working with clients with sexuality issues that
may negatively impact their clinical effectiveness with these individuals.
This link between self-awareness, clinical effectiveness, and
cultural competence was commonly expressed by the participants, who frequently referenced the multicultural counseling and social justice competencies (MCSJC; Ratts, Singh,
Nassar-McMillan, Butler, & McCullough, 2016) as rationale
for centering values clarification in curriculum. An example
of this is found in Maurice’s description of his pedagogy:
My belief is, if students address [sexuality] personally, and they are willing to bring
to the surface their baggage, their values, their
wounded experiences around sexuality. . . If they
can engage and do their work now, when this
comes up in the therapeutic relationship, it’s not
so much about having an advanced skillset. It’s
just being prepared to take it in and work with
that person in an unbiased, non-oppressive way.
Evan echoed this sentiment, stating that “It’s just like if you
teach a multicultural class, students have to recognize their
own biases, their own values, and how those will play out
and especially as it relates to sexuality.”
Self-awareness and teaching competence. Participants also recognized the significance of their own positionality, sociocultural background, history, values, and experiences in the teaching process. Specifically, participants were
aware that their own hidden and/or unchecked biases could
negatively impact students’ learning experiences and therefore emphasized self-awareness as a key aspect to their class
preparation. For instance, Quinn gave the following description:
It’s really important for individuals who are
going to teach this kind of thing to inventory
their own experiences. If you’re wanting to
teach something like [the sexuality class], there
has to be something motivating you to do that. I
would encourage [people teaching this course]
to think, “What are your experiences? What
are the things that you feel are easier for you,
and the things you were given less information
about?”
Maurice echoed this concept by stating, “The first thing I
would tell [someone teaching the sexuality course] is don’t
even attempt to teach it if you have not done your own work
around your sexuality or are not continuing to do so.” Similarly, Evan shared, “You just gotta be aware of your own
stuff—really know your own stuff—and be fine with it.” Participants noted that their previous experiences played a role
Vol. 2 No. 1, 10-21, doi:10.34296/02011032
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in the teaching process and that due to the sensitive nature of
the material, it was imperative to understand the connection
of these experiences with the topics they were teaching.
Participants also acknowledged that because the class
could not be value-neutral, transparency with students about
their own process of self-reflection was an effective method
for illustrating the impact of value systems on therapeutic
competence. Sebastian described how he conveys this to students:
Counseling is value-laden. Although, we
still have professors, we still have students,
and we still have textbooks that talk about,
somehow, that we can be value-neutral. And
it’s impossible. . . We are all value-driven creatures, whether we want to admit to it or
not...Everybody’s biased, including me.
By acknowledging that counseling is not value-free, Sebastian sought to model to his students that self-reflection is
a universal task for all students, teachers, and counselors.
Maurice echoed this notion, which he framed as “practicing
what you preach”:
My motto is, if one of my students ever asks
me point blank in front of my class, “[Professor], have you done your own work on these?” I
don’t even wanna have to stutter. I don’t wanna
have to break eye contact with them. I don’t
need to tell them the details of what my process
is, but I wanna be able to look them in the eye
and say, “Yes, I have. Yes, I am. Yes, I will.” Basically, as a general rule, I didn’t ask my students
to do anything I wasn’t willing to do myself, either in the classroom, preparing for the materials, or processing the personal ramifications of
what we were doing.
Participants recognized, in addition to the instruction of other
counseling skills, the benefits of modeling self-awareness
strategies to students throughout the class.
Barriers to modeling self-awareness. Participants also
described challenges to modeling self-awareness strategies
with students. Rachel and Nancy described that they were
more hesitant to disclose their personal values because they
feared that it could hinder students’ own process of selfreflection and interrupt the learning process. For example,
Rachel described an exchange with a student who was struggling to reconcile her religious beliefs with providing care to
LGBTQ+ clients:
There was just part of me that really wanted
to be like, “No, wait. Don’t let [your beliefs] get
in the way. I know, I was raised that way, too,
but there are other ways to see it.” I really had to
Vol. 2 No. 1, 10-21, doi:10.34296/02011032

find a balance of not pushing her just because of
what my values are.
Nancy was concerned that because her sexual values were
likely different than her students, disclosing her personal
views may either inadvertently signal to students that she expected them to believe what she believed, or run the risk of
silencing those students with different value systems. Evan
also shared that he tries to normalize the fact that values differences will occur within the class:
At the very start of the class, I say, “Hey, I
am a heterosexual male, and that’s my experience. I recognize that you all are going to have
different experiences and opinions than me.” My
goal is to try and make it a safe place for people
to express different opinions than me, but also
to be respectful in the way we talk about differences.
The participants offered solutions to these challenges, which
are discussed in the next theme.
Ethical Bracketing
The second theme to emerge from data analysis was the
identification of ethical bracketing as a tool to negotiate one’s
values when teaching and practicing sexuality-focused counseling. Participants described bracketing as a way to separate
their personal values from the students’ learning space, recognizing that disclosing their own values may sway students
into concealing or modifying conflicting values or pressure
students to adopt their beliefs. While the participants recognized that teaching could not be value-neutral, they also
discussed that ethical bracketing was critical to allowing students space to recognize their own belief systems. For instance, Rachel shared, “The purpose is never to change their
beliefs, for them to think like me, or to change their value
systems. That’s up to them. My job is to present them
with information and knowledge, to increase their awareness.” When asked about how she describes this process to
students, she went on to say,
Well, I validate them—any students, wherever they are—and I encourage them to consider
other people’s perspectives. We talk about how
we leave ourselves out of the room, and how we
bracket our beliefs and put them to the side, so
they don’t get in the way of us not being able to
help somebody else.
Nancy also echoed this sentiment, stating, “It’s not just the
way one person thinks about sexuality, because we’re all different. When we think [about ethical bracketing], we must
think about unconditional acceptance and our ethical guidelines.”
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Ethical bracketing was also cited as a tool to mitigate the
impact of power differentials between the educator and their
students. Participants acknowledged that due to their inherent power as educators, ethical bracketing was useful in giving students space to explore their own values without adding
pressure for students assimilate or justify their different beliefs. This was illustrated by Evan’s comment: “I really don’t
want to impose [my beliefs] on students—it’s something I
hold dear to my heart. I don’t want to impose on students my
own kind of values/belief system because of the hierarchy
between us.” Ethical bracketing was thus described as both
a pedagogical tool and a therapeutic strategy which participants taught and then modeled to students.
Participants also described that recognizing the impact of
their beliefs on students urged changes in their pedagogical
framework. Evan described a specific incident with a student
to illustrate how teaching, for him, involves active humility,
which he described as a pivotal characteristic of his values
clarification process.
I told a story one time, and [a female student] commented, "Well, that was heteronormative." My story was coming from me, a heterosexual, kind-of-traditional guy. You know, I’m
married. My wife stays at home and raises the
girls. . . So, it was good that she brought it up.
When I tell client stories that I don’t see as heteronormative—when I speak from my own experience—covert communication to the students
definitely comes across. And she called me on
that, and we talked about how some of my stories reinforce gender norms and things like that.
We had that discussion right then in class and I
just used it as a teaching moment.
This process was also illustrated by Maurice, who recognized
that his identity as a male in a mostly female classroom may
limit his understanding of his students’ experiences, stating,
“I’m very well aware of male privilege and that’s something
I always try to keep in mind as best as I can.” He noted that
he initiated a discussion at the start of each class with the
purpose of invoking students’ different value systems and
giving the opportunity for students to comment or critique
his teaching approach. A key feature of this theme was participants’ descriptions of re-evaluating their pedagogy in response to student feedback; another feature was the acknowledgment that bracketing does not infallibly remove the classroom from the educators’ beliefs.
Affirming Sexual Diversity
The third theme yielded from data analysis was the use
of diverse outside resources to provide students with an opportunity to discover and reflect on multiple sexual value systems. In line with ethical bracketing, participants were mind16
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ful not to endorse their own personal values with students,
but to introduce a variety of perspectives intended to trigger students’ self-awareness of possible value conflicts. By
integrating book chapters, journal articles, videos, podcasts,
memoirs, and other resources throughout the class, participants demonstrated a variety of viewpoints and thus decentralized their own personal worldview in the curriculum. The
participants utilized this strategy with the intention of giving students the opportunity to practice navigating value conflicts and cultivating students’ empathy for underrepresented
groups and topics that were unfamiliar or taboo.
All of the participants in this study emphasized the importance of incorporating diverse learning materials in the teaching of the sexuality class. Rachel described her rationale for
this diversity:
It’s important to highlight and embrace different sexual experiences [through film] as a
way to bring awareness to the actual issues faced
by these populations. So, I’m not saying to students “These are my beliefs,” but rather, “Here
is a broad spectrum of different sexuality values
and no one is better than the other."
Quinn also described that the use of personal narratives from
LGBTQ+ individuals helped students recognize their value
conflicts, while also providing them with an opportunity to
“witness their humanity” and ultimately form greater empathy for the population. She described that the most important step in developing cultural competence was the ability for students to recognize those topics and identities that
triggered discomfort; she commented, “There were students
who realized they felt uncomfortable with a particular identity only after being exposed to the person. I alone could not
have shown that to them.” Nancy similarly commented that
exposure to gender and sexual diversity helped inform students from more conservative backgrounds or with limited
exposure to LGBTQ+ individuals; this exposure proved to be
a helpful tool for Nancy in developing cultural competence.
She described,
One of my main goals is for students to understand the range of sexual behaviors and orientations and just how long that continuum is.
We spend a lot of time talking about the students’ own value systems and how these might
impact how they think about an LGBTQ client.
They learn ways to self-evaluate and make sure
they’re not talking their clients into having the
same views as them.
Central to this theme was recognition of the parallel process
between learning sexuality competence and gaining selfawareness of one’s own beliefs. Quinn illustrated this notion
by commenting,
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What type of things do I need to do to help
them cultivate self-awareness? Basically, I was
looking at providing them with stimuli. And
the stimuli were meant to engage them, introduce that population, introduce to them the relevant issues. And so, at the same time as providing them knowledge, I was providing them with
the stimulus through which they could reflect on
their self-awareness.
Specifically, Quinn discussed the importance of fostering a
learning environment that gave students the opportunity to
understand, reflect on, and learn to affirm sexual and gender
diversity; she described this environment as an essential tenet
of multicultural counseling competence. To accomplish this
task, she exposed students to a wide array of LGBTQ+ information, including personal stories and poetry, films, journal
articles, and other academic sources.
Maurice and Sebastian also relied on films and other resources (e.g., guest speakers, panel discussions, memoirs,
poetry, and news articles) to highlight non-dominant voices
throughout the curricula. Maurice connected this to social
justice pedagogy, stating, “[Educators] have an obligation to
incorporate the issues faced by clients into curriculum, in
their own voices. We have an obligation to have a historical understanding of what these folks face, and to bring it
into the room.” Sebastian also emphasized the importance of
bringing in guest speakers to highlight “unheard, marginalized voices” and to “give students an opportunity to see the
person first, and the identity, diagnosis, or behavior second.”
Teaching as a Conduit for Personal Growth
The final theme to emerge in data analysis was that teaching served as a conduit for personal growth for the participants. When describing how they acknowledged, negotiated,
and managed the role and impact of their values in the teaching process, all participants emphasized the numerous ways
in which their own worldviews had evolved throughout their
teaching of the sexuality class specifically, and in counselor
education in general. In essence, the classroom served as a
place of learning for both educators and students in intentional and unexpected ways. This finding was captured by
Maurice in the following reflection:
The only way I knew how to teach this class,
consistent with my philosophy, was to embrace
the angst and all the stuff that it brought up in
me. I thought, “Okay, if all this is coming up in
me, then it’s gonna be in the classroom as well,
and I sure as hell can’t hide behind a lectern and
some prefab lectures.” So, I thought, “We’re going to sit in all of our angst and triggers together
and we’re gonna talk about ‘em, as they come
up, together.”
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The recursive nature of teaching and learning was illustrated
in three notable ways: 1) as participants’ knowledge of sexual topics increased, their worldviews expanded; 2) participants became more aware of cultural blind spots through student interactions; and 3) participants’ internalized shame and
bias were uncovered through their teaching of acceptance for
marginalized groups. Participants described this process as
ongoing throughout their careers.
For the three participants who were members of the
LGBTQ+ community, counselor education gave them opportunities to analyze and process their experiences of discrimination and marginalization related to their LGBTQ+ identities. Sebastian, who identified as a gender variant gay male,
shared how entering into the counseling profession prompted
his own healing process: “Part of getting my master’s degree was very important because I started my first journey
in terms of my own personal counseling, trying to reconcile
my sexuality and spirituality.” In collaborative theorizing, he
expanded,
I am the counselor educator and sexuality
counseling educator today based on my values
and beliefs and how they have changed over
time. I can only educate and affirm my future school counselor candidates as far as I have
done my own work personally and professionally around the full range of sexuality counseling issues in educational settings.
Similarly, Maurice described his history of discrimination as
a gay Latino growing up in an evangelical religious community and the large impact teaching had in his own discovery
of internalized heterosexism. He commented,
I was on my own crusade to say, “Look, I’m
not only a sexual minority. I’m a persecuted sexual minority, and if I have had to go through this
shit with my sexuality, I can only imagine what
other people have had to go through. So, let’s
learn together. Let’s talk about it.”
Quinn, a bisexual woman, explained that in the early years
of her teaching, she realized she could share her experiences
as a member of the LGBTQ+ community with her students,
which resulted in more comfort and openness about herself
and her identities in her work environment. She recalled:
I started to learn that being really open about
who you are—unabashedly who you are—is an
intervention in itself. That’s one of the joys of
having the power to conduct these classes. . . I
get to create a space that is queer-positive,
queer-inhabited. I get to help other people learn
how valuable creating that space can be.
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These three participants revealed a clear link between their
experiences as counselor educators and their experiences as
members of the LGBTQ+ community.
Participants with heterosexual identities also described
how counselor education supported their personal healing
processes. Rachel, a heterosexual woman raised in a conservative Christian home, first began to question her internalized norms on gender and sexuality when she entered the
counseling field. She recalled telling her students about an
early experience with a lesbian client that prompted her to reevaluate some of her assumptions about sexual orientation,
which she now shares in class to demonstrate and normalize
the ongoing nature of discovering hidden biases. She additionally commented that her awareness is furthered by her
interactions with students of different backgrounds and that
“in addition to providing lessons to students, I must remain
open to the lessons received from students.”
In prepping for and teaching the sexuality course, Evan
reflected on how previous life experiences might play a role
in how he broached certain topics to students. He expressed,
“I’m much more open to sexuality issues now because I’ve
done a lot of personal exploration, dealt with my own conflicts or challenges, and done a lot of study research about my
own personal journey.” Like Quinn, he described feeling empowered by teaching about societally stigmatized issues that
had impacted him personally, and by advocating for those
“whose voices are seldom heard.”
Discussion
The findings from this study confirm the significant role
of educators’ values in the teaching of human sexuality,
namely by demonstrating the complex and iterative values
negotiation strategies adopted by counselor educators in the
pursuit of effective and multiculturally-competent teaching.
The themes identified in this study—the significance of selfawareness, the use of ethical bracketing, the integration of
diverse viewpoints, and the recursive nature of teaching and
learning—illustrate how values are interwoven into the pedagogy of sexuality education, as well as how values may
impact the training of counselors and thus, the students’
practice of sexuality-focused counseling. The findings of
this study build upon previous research that has articulated
the importance of self-reflection in the development of culturally competent care and ethical clinical decision making
(Balkin, Schlosser, & Levitt, 2009; Bidell, 2014; Russell,
2012; Wieck Cupit, 2010), as well as the role of values in
pedagogy and curriculum design and implementation (Jones,
2011; Vavrus, 2009). The findings outlined in this study provide additional data to support best practices in teaching sexuality competence and to broadly further the understanding
of the significance of values in counselor education.
Self-awareness of one’s sexual values proved to be central
to the participants’ understanding of competence in both the
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pedagogy and the practice of sexuality-focused counseling.
Participants viewed self-awareness as a significant factor in
students’ abilities to address clients’ sexual concerns comfortably and competently; they also viewed self-awareness
as a key aspect of the effective and competent teaching of
sexual issues. Intentional self-reflection and values clarification were at the crux of both assertions, paralleling research
suggesting that personal value systems have major impacts
on the therapeutic relationship (Bidell, 2014; Fyfe, 1980;
McGlasson et al., 2013; Weerakoon & Stiernborg, 1996).
This is important to note, as the literature suggests that more
restrictive and rigid beliefs about sexuality and sexual orientation may have a negative impact on clinicians’ ability
to treat clients’ sexual concerns (Long, Burnett, & Thomas,
2005; Wieck Cupit, 2010; Weerakoon & Stiernborg, 1996),
which may also be true for educators with similarly restrictive belief systems. With this assumption in mind, it would
appear that the foremost objective in sexuality pedagogy is
self-awareness of one’s own value systems and of the impact those systems have on both students and clients; such
self-awareness may serve to minimize the potential to invalidate, oppress, or silence students’ identities and experiences,
as well to develop a solid understanding of one’s own blind
spots and potential growth areas (hooks, 1994; Weerakoon &
Stiernborg, 1996).
Participants emphasized that self-awareness must be ongoing and reflexive, and that the act of teaching in and of
itself should urge the continued assessment of one’s values. The findings suggested that increased sexual knowledge, openness to student feedback, and commitment to selfexamination were pivotal to the participants’ strategies of developing self-awareness. For example, Evan recognized that
when he began teaching this course, he had a lot more to
learn about sexuality, and also saw the potential for his religious beliefs to be potentially restricting or non-affirming for
LGBTQ+ students. He shared that this awareness was made
possible through consultation with colleagues, student feedback, and his own intentional reflection of how his values
shape his behaviors. Multicultural education scholars have
noted that internal self-examination should be combined and
juxtaposed with external support and appraisal; as noted by
Marbley, Steele, and McAuliffe (2010), “like fish in water,
we, including counselors, are often unaware of the surround
that envelops us” (p. 165).
The results of this study also demonstrate the significance
of ethical bracketing in the navigation of values conflicts
in the classroom. Kocet and Herlihy (2014) defined ethical bracketing as the purposeful separation of one’s personal
and professional values; participants described ethical bracketing as a useful tool to navigate values conflicts with students and in instances when the course content lay outside
of their personal experiences, value systems, and/or preferences. Several participants articulated an important caveat
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to the practice of bracketing: namely, that even with intentional bracketing, students could sometimes interpret or
perceive the participants’ underlying values. In some cases,
students would give feedback to the instructors about their
value systems—such as in the case of Evan, when a student commented on his “heteronormativity”—although participants recognized that students were less likely to give this
feedback due to classroom power differentials. This finding
suggests that, while bracketing may be a useful way to manage value conflict with students, it is an imperfect tool and
must be utilized with the acknowledgement that educators’
values will still be ever present in their teaching practices
and in the curriculum.

finding is supported by the research of Speciale, Gess, and
Speedlin (2015), which also demonstrated that counselor educators negotiate their marginalized identities in the classroom, specifically by incorporating their personal experiences of discrimination into the formation of inclusive pedagogies. With this finding in mind, there is a clear imperative
for sexuality educators to deeply reflect on and seek therapy
for their own personal wounds related to sexuality (such as
sexual trauma, homophobia, misogyny, and sexual shame)
and to intentionally examine how these wounds may impact
their ability to teach the course competently and with cultural
responsivity.

Participants also acknowledged that due to the variability in sexual values in the classroom and across society, the
teaching of ethical bracketing skills hinged upon the introduction of a diverse range of sexual beliefs, practices, and
identities within the curriculum. In this study, participants
utilized varied learning materials (i.e., textbooks, articles,
podcasts, videos, and personal essays) to introduce new and
diverse perspectives as a means to stimulate students’ selfappraisal of internal responses to such stimuli, and to develop strategies to bracket the emergent thoughts, emotions,
and judgments from the potential client. The use of multiple viewpoints also allowed the participants to keep their
own personal values and practices separate from the learning space, while also emphasizing the professional values of
nonjudgment and acceptance. Feminist education scholars
have recommended the incorporation of diverse perspectives
into the classroom as a tool to provoke self-reflection, as well
as to increase representation of marginalized voices and experiences (hooks, 1994; Smith-Adcock, Ropers-Huilman, &
Choate, 2004). Regarding the topic of sexuality, the ongoing
stigmatization, pathologization, and discrimination against
certain sexual identities and practices further illustrates the
need for increased representation in counseling curricula.

Implications for Educators

This study also illustrated the ways in which the teaching
of sexuality content may significantly impact educators’ personal value systems. These results were consistent with previous findings in multicultural education (see Freire, 1968)
regarding the role of teaching in educators’ own internal
value systems, as well as in their healing processes related
to lived discrimination. The participants’ various identities
and backgrounds shaped their understanding of sexuality and
their teaching; however, the act of teaching also impacted
their personal meaning-making, which included their processes of acknowledging and unlearning harmful messages
associated with their gender, sexual orientation, and religious
identity. The results indicated that this process is expedited
by multicultural and feminist pedagogies; hence, as educators urge their students to develop compassion and empathy
for their clients, they are confronted with their own internalized shame resultant from discrimination and bias. This
Vol. 2 No. 1, 10-21, doi:10.34296/02011032

It can be concluded from these findings that counselor educators must acknowledge that teaching and counseling are
value-based pursuits and must take the necessary steps to increase awareness about personal value systems and the impact of these values on the learning environment. These steps
may involve consultation with colleagues or supervisors, reflexive journaling, personal therapy, and continuing multicultural education (Ratts et al., 2016; Smith-Adcock et al.,
2004). The findings also support the use of a social justiceoriented pedagogical framework in the teaching of sexuality,
specifically the use of self-reflective practices, the integration
of diverse, historically marginalized, and underrepresented
lived experiences, and the attention to power differentials
within the classroom (Haskins & Singh, 2015). Collaborative teaching can aid in decentering inherent power differential between teacher and learner, while still maintaining clear
expectations of both teacher and learner so that classroom
participants are permitted to be vulnerable, authentic, and reflective (Smith-Adcock et al., 2004).
Limitations and Recommendations for Future Research
There are notable limitations to the generalizability and
interpretation of qualitative case study research broadly, and
to this study specifically. The intention of case study research
is to provide an in-depth exploration of a single bounded
case; thus, the findings are not intended to be generalized
to a broader population of counselor educators. Additionally, the findings of this study do not represent or explicate participants’ actual classroom behaviors, interactions
with students, or any other physical manifestation of their
pedagogy. A methodological approach with a more refined heuristic method, including qualitative approaches such
as grounded theory or quantitative experimental or quasiexperimental designs, may strengthen generalizability. A
different research methodology may also allow for examination of the research phenomenon over an extended period of
time, in more sustained depth, and with a larger sample size
(Madison, 2012). Classroom observation may also be a use19
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ful source of data collection for a more holistic examination
of educators’ negotiation behaviors in vivo.
While attention was placed on ensuring a diverse sample,
the participants included in this study were not inclusive to
the wide diversity of identities present in counselor education, which could limit the application of these findings to
non-represented groups. Additionally, the participants selfselected into this study, which could indicate a sample with
predisposition to self-examination. It is unknown how similar or different the participants’ experiences were to other
counselor educators teaching sexuality.
Though strategies such as collaborative theorization, triangulation, and prolonged engagement with the participants
and data were utilized to promote fair and accurate data
analysis, researcher bias may have influenced the interpretation of the results. As with most qualitative research, the
researcher serves as the primary tool for data collection,
analysis, and interpretation and thus, subjectivity is woven
throughout the research process (Morrow, 2005). Again,
quantitative methodology may be useful in minimizing the
potential for researcher bias in examining the negotiation of
personal values in counselor education classrooms.
Conclusion
While the role of values in the therapeutic relationship has
been discussed extensively in the literature, there is much to
be learned regarding the processes by which counselor educators’ own values, biases, and judgments shape the classroom environment. The findings of this study demonstrated
the significant role that the participants’ values played in
their teaching of human sexuality, which was identified in
four overarching themes: the significance of reflexivity, the
use of ethical bracketing, the integration of diverse viewpoints, and the recursive nature of teaching and learning.
Therefore, counselor educators are encouraged to acknowledge their personal values, self-reflect, and gain consultation
on how their personal values may influence their pedagogy,
curriculum design, and instructional strategies when teaching
sexuality coursework and other counseling content areas.
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The Impact of Relationship Wellness Checkups with Gay Male Couples
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Relationship health impacts many other health outcomes, including physical and mental wellbeing and the health of children in the family system. Despite the importance of relationship
health, couples do not regularly seek support for maintaining their connection. Early intervention programs that provide support are a growing public health initiative. One brief early
intervention program, the Marriage Checkup (MC), positively impacts relationship satisfaction, prevents decline, and improves health on other relationship variables such as intimacy. To
date, the MC research has included only heterosexual couples. This study explored the question, “What is the impact of a relationship wellness checkup on gay male couples’ relationship
satisfaction?” Using single-subject multiple-baseline, multiple-probe design, this study extends
MC research to include gay may couples. Findings showed that the MC positively influenced
satisfaction (NAP = .73) for the group overall. In an analysis of each couple, two of the three
couples improved and one couple showed a slight decline in satisfaction. The likely confounder
for this third couple was the concurrence of their marriage and honeymoon and the baseline
phase. In light of research with newlywed and engaged couples from other studies, overall
the results tentatively suggest that the MC may increase satisfaction for gay male couples with
additional research needed for newlywed couples.
Keywords: marriage checkup, gay male couples, relationship satisfaction, marriage early
intervention, motivational interviewing

Introduction
Given the range of benefits that stem from relational
health, programs aimed at relationship wellness are becoming valuable as public health initiatives (Cordova et al.,
2014; Sollenberger et al., 2013). These benefits of relational health include, as examples, improved general health
(Pihet, Bodenmann, Cina, Widmer, & Shantinath, 2007;
Robles, Slatcher, Trombello, & McGinn, 2014), improved
mental health (Jaremka, Lindgren, & Kiecolt-Glaser, 2013),
and improved immune system functioning (Jaremka, Glaser,
Malarkey, & Kiecolt-Glaser, 2013). However, reaching out
for support is a difficult decision. For example, in one study
in Oklahoma, only 37% of heterosexual couples who got divorced sought help—either from a counselor, a clergy person, or both—before getting divorced (Johnson et al., 2002).
Barriers to seeking therapy include lack of time and money,
worries about being distressed enough to need help, and fears
about the process (Fleming & Córdova, 2012). Early interventions, such as checkups, education, and enrichment programs, aim to reduce these barriers by offering support for
ongoing health before therapy is needed or before couples
decline and separate (Bradbury & Lavner, 2012; Markman
& Rhoades, 2012). Wellness programs aim to help healthy
couples stay healthy—these programs can boost satisfaction
and prevent decline (Cordova, 2014), thus contributing to relational well-being and the physical and mental health bene-

fits that coincide.
Although similar in many respects to heterosexual couples (Julien, Chartrand, Simard, Bouthillier, & Bégin, 2003;
Mackey, Diemer, & O’Brien, 2004), gay male couples do
face additional stressors such as discrimination, perceived
discrimination, and internalized homophobia, which impact
their relationship health (Frost & Meyer, 2009). In light
of these additional stressors, wellness programs could help
these marginalized couples maintain their relationship health
while coping with the added challenges of living in a climate of prejudice. In related research on this idea, two studies specifically examined the effectiveness of a relationship
education program for gay male couples and found positive
outcomes (Buzzella, Whitton, & Tompson, 2012; Whitton,
Weitbrecht, Kuryluk, & Hutsell, 2016). No studies to date
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have examined the effectiveness of checkups for gay male
couples. The following study adds to the body of research by
examining how one checkup program, the Marriage Checkup
(MC), works for gay male couples. The present study was
part of a larger research project on relationship enhancement
with sexual minority couples. Beside this gay male study was
a lesbian study arm (Minten & Dykeman, 2018) and a transgender study arm (Minten & Dykeman, n.d.) which followed
similar methods. Literature pertinent to this study includes
checkup programs and relationship satisfaction.
Checkup Programs
Checkup programs are designed to help couples maintain health and prevent decline (Trillingsgaard, Fentz,
Hawrilenko, & Cordova, 2016) and are preventative in nature across all three levels: primary, secondary, and tertiary
(Marchand, Stice, Rohde, & Becker, 2011). Primary prevention targets the general population and aims to stop problems
before they occur. Checkups are often open to all couples
who want to attend—even if the couple simply wants to enrich or improve an already happy relationship. Secondary
prevention targets people at risk with the goal to prevent or
reduce problems at the earliest stages. For couples in the
early stages of decline or distress, checkups aim to help them
get back on track. Tertiary prevention targets groups that
have concerns. In a checkup for couples who are severely
distressed and need more help, clinicians can support the
couple’s efforts to find additional resources such as therapy
and explore barriers or concerns. Thus, checkups operate like
a regular visit with a healthcare provider for physical health;
relational health can be supported, problems can be caught
early, and if concerns arise and cannot be addressed in the
meeting, additional care can be recommended.
Three outcomes from the Marriage Checkup (MC) research led to choosing it as the specific checkup for this
study: the MC has been effective in research with heterosexual couples by (1) appealing to couples (Morrill et al., 2011;
Sollenberger et al., 2013), (2) promoting help-seeking for
couples who need additional services such as therapy (Gee,
Scott, Castellani, & Cordova, 2002), and (3) improving relationship satisfaction and other variables (Cordova, Warren, &
Gee, 2001; Cordova et al., 2005, 2014). In addition, the MC
is based on motivational interviewing principles, and thus is
an ideal program for couples who may experience marginalization (Johnson et al., 2002). Clinicians following motivational interviewing (MI) principles listen to how couples perceive a situation and aim for a collaborative relationship that
prizes the couples’ perspectives (Cordova et al., 2001; Miller,
2013).
A full description of the MC protocol is available in Cordova (2014), The Marriage Checkup. The MC is a brief
intervention with only two sessions. Before the first session, partners separately complete relationship surveys. In
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the first session, couples share their relationship history, discuss an area of conflict, and review strengths and concerns
from their surveys. In the second session, the clinician provides feedback based on the surveys and observations from
discussions from the first session. Then the couple and the
clinician collaborate on potential next steps to improve the
relationship, if relevant. The couple takes a written report
home and a plan for suggested future actions to keep their
relationship strong. The mechanism of change for the MC is
time spent fostering intimate conversations (Cordova et al.,
2005) as well as other factors such as partners seeing the
positive qualities of their relationship, increasing their acceptance of each other, and activating resources to support their
own well-being (Cordova et al., 2014).
Negative outcomes may occur in checkup studies. Cordova et al. (2005) noted that heterosexual couples in a control
group had a decrease in satisfaction during the study. Cordova et al. (2005) cited two potential reasons for this finding: (1) continuing decline occurred as it would have even
without being in a control group, or (2) the couples in the
control group had a negative reaction to identifying relationship concerns without support.
Also, some checkups used clinicians to guide the process
while others had couples complete the checkup on their own.
The latter approach yielded two concerns for couples. First,
a small percentage (3%–5%) of couples who completed assessments with no clinician reported negative impacts, including anxiety completing the tasks and regret for rekindling old problems (Bradbury, 1994; Worthington, McCullough, Shortz, Mindes, & et al, 1995). Second, in a study
comparing clinician-led to self-led checkups, the clinicianled programs yielded more benefits (Larson, Vatter, Galbraith, Holman, & Stahmann, 2007).
For this study, two aspects of the design aimed to reduce the possibility of these negative outcomes. First, in the
single-subject design, each participant couple served as their
own control, thus removing the control group which may
have had a negative impact on some couples as noted. Second, the MC format had clinician involvement throughout
the process, following the least harmful and most effective
checkup process.
No research currently exists on the impact of checkups
with gay male couples. While three studies examined only
heterosexual couples (Cordova et al., 2005; Larson et al.,
2007; Worthington et al., 1995), a recent study on the MC
included six same-gender couples (Cordova et al., 2014).
Though the gay couples participated, the researchers excluded their data in the outcome analysis, so the impact of
the checkup on the gay couples’ health remains unknown. In
an MC study with a focus on sexual minority couples, researchers found that the MC had a positive effect on lesbian
couples’ satisfaction (Minten & Dykeman, 2018). This current study parallels the design used with lesbian couples to
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explore the impact of the MC on gay male couples.
Relationship Satisfaction
Relationship satisfaction is defined as the subjective experience of the quality of a relationship (Graham, Diebels,
& Barnow, 2011). Satisfaction correlates with relationship health through a diverse range of variables in research
with heterosexual couples including mental health, physical health (Robles et al., 2014), and relationship longevity
(Graham et al., 2011). In addition, negative behaviors in
conflict for heterosexual couples relate to lower satisfaction,
and stronger friendship correlates with higher satisfaction
(Julien et al., 2003; Mackey et al., 2004). Strong emotional
and sexual intimacy relate to higher satisfaction (Brown
& Weigel, 2017; Yoo, Bartle-Haring, Day, & Gangamma,
2013). Positive interactions, empathy, humor, affection, and
other perceived positive aspects of the relationship correlate
with higher satisfaction (Gottman et al., 2003). Lower satisfaction connects with contempt, disgust, and defensiveness
(Gottman et al., 2003).
Satisfaction assessment, while providing a useful summary of a couple’s current level of distress and carries rich
relationship to other variables, has its limits. A relationship
can be both satisfying and dissatisfying at the same time
(Bradbury, Fincham, & Beach, 2000; Whisman, Beach, &
Snyder, 2008), and couples who have stable satisfaction are
not immune to divorce (Bradbury & Lavner, 2012). When
examining what variables fit for early intervention programs
such as checkups, the stability of satisfaction may be a limitation as it may not help predict decline at these early stages.
Researchers are exploring alternatives; for example, in one
MC study with heterosexual couples, the effect size for satisfaction was small (d = .23) but the effect size for intimacy
was moderate (d = .37). Despite these limitations, satisfaction remains a common variable across studies and provides
a reasonable starting point as a dependent variable for this
pilot intervention. Keeping the protocol close to the existing version also allows for comparisons across differences in
sexual orientation.
Factors that contribute to global satisfaction are similar
between gay male couples and heterosexual couples (Julien
et al., 2003; Mackey et al., 2004). However, some differences between these groups of couples exist. For example,
Gottman et al. (2003) found that higher relationship satisfaction in heterosexual couples correlated with low physiological arousal. In contrast, high levels of physiological arousal
related to higher satisfaction for gay couples. In a study that
focused on how discrimination impacts gay male couples,
internalized homophobia and community-connectedness impacted satisfaction (Frost & Meyer, 2009). Internalized homophobia increased depression, which also reduced relationship satisfaction. Out-ness did not impact relationship
satisfaction (Frost & Meyer, 2009). A similar study found
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that family support was unrelated to relationship quality, but
friend support was a positive factor (Graham & Barnow,
2013). Validation was also uniquely important in gay male
couples’ satisfaction (Gottman et al., 2003). One qualitative
study found that couples viewed discrimination as a shared
challenge that strengthened their relationships and improved
their connection (Frost, 2014). In another qualitative study,
gay male couples together over 10 years said that factors in
their relationship satisfaction were (a) sexual compatibility,
(b) commitment, (c) having common interests, (d) sharing
the same values, (e) being able to compromise, (f) sharing
complementary personalities, (g) family and community support, and (h) being able to resolve conflict (Grey, 2005).
Of note, some of these topics that couples stated were
important to their health were part of the MC survey topics, including maintaining a healthy sex life, sharing common interests, and fostering compromise and conflict skills.
Factors related to relationship satisfaction for gay men from
the research that were not in the current checkup surveys included reducing internalized homophobia, coping with prejudice, and finding supportive friendships. These topics could
potentially be added to future checkup surveys to determine
whether they have additional benefits. For this study, researchers chose to use the current checkup protocol with as
few changes as possible to compare results of previous MC
studies to this population. Future studies can then compare
changes to the protocol and consider how these impact the
outcome.
Research Questions
Given that no outcome research on checkups with gay
male couples exists in the literature, the present study aimed
to fill this gap. This study focused on the Marriage Checkup
with gay male couples with the research question, “What is
the impact of a relationship wellness checkup on relationship
satisfaction for gay male couples?”
Methods
Single-subject design provided an ideal method to test
this existing MC program with gay male couples. Singlesubject design uses a small sample size while also providing
means for experimental control and quantitative analysis of
results. Although larger samples offer generalizability from
the start, single-subject design provides researchers with a
closer look at how an intervention works for each participant
couple. If findings are mixed in a small sample, problems
are readily addressed early in the research process; thus, a
series of smaller studies helps researchers make early adjustments to protocols (Biglan, Ary, & Wagenaar, 2000). In addition, single-subject design allows for each participant couple to receive the intervention—each couple has control data
during baseline and then outcome data during and after the
intervention—so that a control group is not needed. For this
Vol. 2 No. 1, 22-34, doi:10.34296/02011024
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study, researchers wanted to determine whether or not a small
set of gay male couples benefited from the MC program as
it stands, and even if they did, to leave room for additional
small studies to see whether they may benefit from changes
to the program even more than from the standard program.
Single-subject design provided an initial small group sample; changes—if needed—could then be made, and additional studies could be done. The process could move more
efficiently with a series of small groups. Once a potentially
effective program—based on smaller samples—was established, a larger study could then be run, or a series of small
studies could be run, to examine generalizability.
For experimental control, these researchers used a
multiple-baseline multiple-probe design. This design allowed researchers to assess for threats to history, maturation, testing, and other concerns related to internal validity.
While not widely used at present, single-subject design, including multiple-baseline and multiple-probe design, is becoming much more popular, especially in psychology and
other social sciences (Georgoulakis, Zollmann, Pate, & Hallett, 2017). The design allows for assessing threats to internal
validity and gains generalizability through replication. The
independent variable in the design was a checkup, and the
dependent variable was couple satisfaction. Single-subject
design generally has a sample size of three to measure change
across participants, support experimental control, and assess
threats to internal validity (Barlow, Nock, & Hersen, 2009),
so the sample size for this study was set at three gay male
couples.
Participants
Recruitment was conducted via print and online advertisements, through local LGBTQ affirmative organizations, and
by word of mouth. The criteria for eligibility included the
following factors: (a) partners self-identified as being in a
gay male relationship, (b) couples considered themselves to
be in committed partnerships (their definition of committed,
whether monogamous, non-monogamous, or another definition of committed), (c) couples were cohabiting, (d) couples
were not in or seeking couples therapy, (e) couples had been
together at least one year, (f) each partner was over 18 years
of age, and (g) couples considered for the study had to have
an average score on the Couple Satisfaction Index Four Item
(CSI-4) between 13.70 and 18.30. The range for the last criterion was set to recruit couples who were not so distressed
that they needed couples therapy and not so high in satisfaction that a ceiling effect could occur.
Initial recruitment lasted six months; one couple enrolled.
The researchers added a financial honorarium of $60 (all couples received the honorarium, including the first couple) and
began referring to the program as a “relationship wellness
checkup” instead of a “relationship checkup.” Two more couples enrolled within two months. In week eight, one couple
Vol. 2 No. 1, 22-34, doi:10.34296/02011024

left the study during their baseline phase. When their scores
showed decline, researchers asked the couple if attending the
intervention sooner, or receiving other support, would have
assisted them. They responded that they had separated and
did not want to continue the study. One additional couple
completed screening and entered the study. This couple followed the same baseline schedule as the original third couple
nine weeks later. Three couples completed the checkup program. Further description of personal details was omitted to
protect confidentiality.
Participant couple one (C1). One partner in this couple identified as Latino; he was in his mid-20s and pursuing
his master’s degree. His partner was Caucasian, also in his
20s, and worked as a registered nurse. Both had completed
bachelor’s degrees. They had been together 17 months, and
were in a committed relationship. Their initial CSI-4 average
score was 16.00. The couple believed the checkup would be
a way to see how their relationship was doing and hoped the
checkup would parallel a physical health checkup for their
relationship. They also wanted to contribute to research. The
couple took the relationship checkup intervention on weeks
four and five.
Participant couple two (C2). One partner was in his
mid-50s and Caucasian; he worked as a business executive.
His partner was in his mid-40s, Caucasian, and worked as a
physician. They both had higher education—the first partner
a bachelor’s degree and the second his medical degree. Key
aspects of their relationship were that they had (a) known
each other for seven years, (b) been in a committed relationship for five years, and (c) been married recently. They
wanted to do the checkup to contribute to research that would
benefit others and to improve their relationship. Their initial CSI-4 average score was 16.00, and they completed the
checkup on weeks six and seven.
Participant couple three (C3). One partner was in his
late-20s, Caucasian, and worked in technical support. His
partner was in his early-30s, Latino and Caucasian, and
worked as a personal chef and household manager. They
both had bachelor’s degrees. They had been in a relationship
for seven years and married when marriage became legal in
their state in 2014. They attended to contribute to research
and to get another perspective on their relationship. Their
initial CSI-4 average score was 17.50. They received the intervention on weeks eight and nine.
Measures
Couples satisfaction inventory four-item (CSI-4). To
create the CSI, Funk and Rogge (2007) surveyed 5,315 people using 280 questions from established measures. The
questions with the most power and precision formed the CSI.
The CSI had strong construct and convergent validity with
the original scales and it showed higher power and precision than some of the original scales. Cronbach’s alpha for
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the CSI-4 is .94, compared to the Dyadic Adjustment Scale
(DAS-4) at .84 and the Marital Adjustment Test (MAT) (15)
at .88. It was similar to the Quality of Marriage Index (QMI6) at .96. The CSI-4 also distinguished distressed from nondistressed couples, which was critical for initial screening for
this study. The scale for the CSI-4 ranged from 0-21. The
distress cut-off score was 13.5.
The CSI was designed for use with couples from seriously
dating to married (Graham et al., 2011). Gay male couples’
relationship status ranged from living together, to domestic partnership, to married, to in a long-term relationship by
other definition. The language of the CSI referred to "partner" rather than "spouse" and to "relationship" rather than
"marriage." Thus, no language changes needed to be made.
In addition, gay and lesbian individuals comprised 7% of the
original sample for testing the measure—a small percentage
but part of the sample nonetheless.
One concern regarding the CSI was a drop in effectiveness in measuring change at higher scores, which can create
a ceiling effect (Funk & Rogge, 2007). The scale was fully
anchored. The first item had a seven-point scale (0-6). Answers ranged from “extremely unhappy” to “perfect.” The remaining three items fell on a six-point scale (0-5). Answers
ranged from “a little” to “completely.” A sample question
read, “I have a warm and comfortable relationship with my
partner.”
Studies completed to date with the MC used self-report
satisfaction measures to assess effectiveness (Cordova et al.,
2001, 2005, 2014); thus, relationship satisfaction for this
study had comparison scores from previous research. Researchers for this study sought a satisfaction measure that
was short, effective, and suitable for gay male couples. The
CSI-4 was selected for its fit with three criteria. First, the
short form of only four items was ideal for the study design.
Couples took the survey six to seven times (the difference
between six or seven surveys depended on their baseline position—see Figure 1). Second, the shorter form reduced the
threat to internal validity related to testing multiple times by
keeping the testing process short. Third, as noted, the language of the CSI was designed for a wide range of couples,
including gay couples.
Procedures
The study was approved by the Oregon State University
Institutional Review Board (Study ID 7076). Participants
signed a written informed consent approved by the IRB Review Board. The researchers informed potential participants
about study activities in the consent document and covered
couples’ questions either in person or by phone. The consent
included that their results would be part of a study through
the university. The study would run for 10 weeks, and during two weeks of the study, they would attend on-site appointments. Informed consent included statements that be26
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ing observed and recorded could be stressful, that the study
could lead to an increased awareness of oneself and one’s
partner, and that no participant needed to reveal information
they were uncomfortable revealing (Bradbury, 1994).
Phase A was the non-treatment baseline and Phase B was
the MC intervention. The researchers randomly assigned the
length of Phase A for each couple to be three, five, or seven
weeks long. For Phase A, couples took the CSI-4 at least
three times to establish baseline (Hawkins, Sanson-Fisher,
Shakeshaft, D’Este, & Green, 2007; Scruggs & Mastropieri,
1998) using Qualtrics software. The schedule for taking
the CSI-4 followed recommendations for multiple-probe designs–the first week of baseline and the three weeks before
the intervention (D. Gast, Lloyd, & Ledford, 2014). Thus,
the first baseline couple took the CSI-4 three weeks in a row
for a total of three tests. The second and third couples, who
had longer baseline times, took the CSI-4 on the first week of
the study as well as three weeks before their intervention, for
a total of four probes. During Phase B couples completed the
CSI-4 after each of the two treatment sessions and one week
later, for a total of three probes for all couples in Phase B.
For analysis, the researchers averaged the CSI-4 scores from
each partner.
Intervention
Phase B of the study was a two-session MC intervention.
The intervention began with three surveys (couples were sent
these surveys prior to the first meeting): Relationship Domains Assessment, Areas of Concern, and Areas of Strength
(Cordova, 2014). These surveys had not been tested for validity or reliability, and Cordova (2014) noted that validated
surveys could be substituted for this part of the MC protocol
if needed. As this study aimed to mirror the MC as closely
as possible, these surveys, which are those used in the MC,
were kept.
In the initial session, as the first task, couples shared their
relationship history. The clinician asked about their early
dating through to the present day. Then, each couple decided
on a conflict topic and discussed the topic in the session. Finally, each partner shared their perspective about one of their
top three rated strengths and one of their top three rated concerns from their surveys. The session was 75-90 minutes
long (Cordova, 2014).
The second session occurred one week after the first. In
the second session, couples received feedback from the clinician based on their work in the first session as well as information from CSI-4 scores and the three MC surveys. The
clinician offered information from the session and from related research, then sought the couples’ thoughts and ideas
about each piece of information. The end of the second session was a couple-driven discussion of what might be helpful, from their perspective, as a next step in maintaining a
healthy relationship. This session was also 75-90 minutes
Vol. 2 No. 1, 22-34, doi:10.34296/02011024
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Figure 1. Gay Male Couples’ Relationship Satisfaction Across Baseline and Intervention Phases
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long.
In this study, the MC was adapted slightly to reduce bias
in the protocol. Overall, the intervention remained as unchanged as possible in order to compare to previous study
outcomes. The changes in protocol were weighed in terms
of the potential influence on outcome and the potential cost
of not making the changes. The adaptations to the protocol
were limited to what was deemed necessary to reduce bias or
perceived bias toward the couples as an effort to avoid harm.
In addition, the changes were unrelated to the MC’s mechanisms of change. The first change was that the program advertisement mentioned gay couples specifically. This change
was essential to recruit gay couples. Second, researchers
made some minor changes in the written materials for the
intervention. These changes included shifting language from
“marriage” to “relationship” and rephrasing one question on
a survey from “our relationship is suffering the effects or aftereffects of an affair,” to “our relationship is suffering from
a breach in our sexual or intimacy agreement, such as an affair.” In addition, during the two sessions, the therapist’s responses included awareness of gay male couples’ concerns
in at least two ways. First, the therapist provided information from research on gay male couples’ health in the session
and in the feedback report. Second, the therapist listened for,
and validated, experiences of heterosexism and homophobia
as well as affirmed the couples’ healthy coping responses to
these forms of prejudice. All of these changes may have impacted the outcome of the study.
Therapist
The facilitator for the checkups had worked full-time for
over 13 years in clinical settings, specializing in couple
therapy. She is a Licensed Marriage and Family Therapist, a Licensed Clinical Drug and Alcohol Counselor, and
a nationally-certified sex therapist. She is a MINT member
(Motivational Interviewing Network of Trainers) and a MIASTEP trainer (Motivational Interviewing Assessment: Supervisory Tools for Enhancing Proficiency). She has three postmaster’s certificates: couple and family therapy, LGBTQ
couples and families, and sex therapy. She was completing a
PhD in counseling at the time of the study.
Treatment Fidelity
A shortened version of Cordova’s fidelity assessment for
the MC (personal communication, October 1, 2014) guided
the fidelity check. This assessment required a rater to
check off therapist behaviors during the session as simply present or not present. One rater, a PhD student in
counselor education and Marriage and Family Therapist, reviewed one set of randomly-selected sessions. She observed
standard couple therapist behaviors as part of the fidelity instrument, such as the therapist asking particular questions
and supporting the couple in expressing vulnerability. The
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rater evaluated the first and second session for one couple, which accounted for the recommended 30% for review
(Lombard, 2004). Stat Trek’s random number generator
selected the session (http://stattrek.com/statistics/ randomnumber-generator.aspx). The reviewer found that the clinician was 100% faithful to the model with a score of 40 out of
40.
Data Analysis
Analysis included baseline stability, trend at baseline, and
trend during and after the intervention (D. L. Gast & Spriggs,
2010). For baseline stability, researchers used a fixed timeinterval criterion (Perone, 1991) so that while baseline stability was measured, transition from the A to the B phase
was preset regardless of the level of baseline stability. The
final parameters for acceptable baseline were (a) a stability
envelope of 80% of the data points falling within 20% of
the median level of all data points (D. L. Gast & Spriggs,
2010), and/or (b) the baseline trend moving opposite that predicted for the treatment phase (Dugard, 2012). Researchers
analyzed trend at baseline and trend lines during and after
treatment using a graph displaying the CSI-4 scores across
both phases (Spriggs & Gast, 2010). In addition, researchers
used nonoverlap of all pairs (NAP) for effect size (Parker &
Vannest, 2009; Vannest, Parker, , & Gonen, 2011). In general, NAP effect sizes have their own range (different from
other effect sizes, particularly those used for larger samples,
such as Cohen’s d). The following are the ranges for NAP:
small 0–.65, medium .66–.92, and large .93–1.0 (Parker &
Vannest, 2009). Researchers used Microsoft Excel and an
online calculator for NAP.
Results
Visual Analysis within Baseline Phase
Figure 1 shows the satisfaction scores across the baseline
and intervention phases (Carr, 2005; Dixon et al., 2009).
Scores for C1 included the median of 14.50, and the stability
envelope was 13.05 to 15.95. Scores were 16.50, 14.50, and
13.50. The first data point, 16.50, was out of range ,which
suggests a lack of stability. However, the trend was decelerating, and thus opposite the predicted trend for the treatment
phase, so the baseline was not problematic.
Baseline data for C2’s satisfaction was stable, falling
within 80% of the median stability window. The median
was 18.50; the stability envelope range was 16.65 to 20.35.
Scores were 17.50, 19.50, and 18.50. All scores before the
intervention fell in the stability envelope. Baseline trend was
accelerating.
Baseline data for C3’s satisfaction scores was stable. The
median was 16.50 and the stability envelope range was 14.85
to 18.15. The three scores before intervention fell in the staVol. 2 No. 1, 22-34, doi:10.34296/02011024
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bility envelope (15.50, 16.50, 18.00). Baseline trend was flat,
zero-celerating.
Visual Analysis across Baseline and Intervention Phases
C1’s last satisfaction score before MC was 13.50. The
score after the first session was 15.50, showing an increase in
satisfaction after assessment. The score after the second session was 15.50, showing a continued increase in satisfaction
from the last baseline point. One week after the intervention,
satisfaction was up with a score of 17.00. The change in trend
also reflected a positive change—trend during and after the
checkup showed improving (accelerating) satisfaction compared to trend in the baseline phase, which was decelerating.
C2’s last satisfaction score before checkup was 18.50. The
score after the first session was 17.50, showing a drop in satisfaction after the assessment session. The score after the
second session was 18.00, showing again a satisfaction rating lower after the feedback session than the week before the
checkup. One week later, satisfaction was again at 18.00.
Change in trend reflected this mixed finding, shifting from
improving (accelerating) before the checkup to still accelerating but less positive in slope during and after the checkup.
For this couple, C2, although the results could show that
the couple had a negative response to the checkup, the two
weeks prior—which was their peak score of 19.50—was the
week they were on their honeymoon. Also two weeks previously, during the non-probe period, C2 married. In singlesubject design, life events are examined for their impact on
an intervention—a benefit of the small sample size in singlesubject design. For this couple, their wedding and honeymoon were confounding variables, and as a result, and the
impact of the checkup on their overall well-being is difficult
to determine. This couple’s result suggests the need for further research rather than a failed intervention.
C3’s last satisfaction score before checkup was 18.00. The
score after the first session was 18.00, showing stable satisfaction after the assessment. The score after the second session was 19.00, showing higher satisfaction after the checkup
compared to the last baseline point. One week later, satisfaction went up to 19.50, an increase from the last score
before the checkup. Comparing the trendlines between baseline and intervention, the intervention trendline showed an
accelerating or positive slope, a change from a stable or
zero-celerating trendline. This shift in trendline and baseline
scores showed improving satisfaction.
Intervention scores compared to the last baseline score
yielded multiple results. These results included the following:
1. Visual analysis showed for C1 and C3 an increase in
satisfaction after the checkup
2. C2 showed a decrease in satisfaction
Vol. 2 No. 1, 22-34, doi:10.34296/02011024

3. Visual analysis of trend showed improvement in satisfaction for C1 and C3 after the checkup, and a slightly
less positive slope of improvement for C2 after the
checkup
In single-subject design, the result of two out of three subjects showing a positive impact suggests that an intervention
may not have a positive impact (Kratochwill et al., 2012).
However, the mitigating factors related to C2 suggest that the
intervention could have a positive impact for gay male couples, albeit not on satisfaction itself for the newly married.
Further research must be done with newlywed and engaged
couples.
Effect Size and NAP
C1 had a NAP score of .78 and the effect size was moderate. C2’s NAP score was .40, which was a decline in satisfaction. C3’s NAP score was .96, a large effect size. For all
three couples, NAP was .73. Thus, overall, the intervention
had a medium effect size.
Discussion
Researchers sought to answer the research question “What
is the impact of a relationship wellness checkup upon relationship satisfaction for gay male couples?” The statistical
analysis using NAP shows that the intervention had a moderate effect size overall. In examining each couple individually,
one couple had a large positive effect size, one had a moderate positive effect size, and one had a small negative effect
size. Visual analysis supported this result.
In regard to C2’s negative effect size, as noted, the couple’s marriage and honeymoon during the baseline phase
likely influenced the outcome. This hypothesis is supported
by research with a different wellness program, relationship
education (Buzzella et al., 2012), studied with a population
of newlywed and engaged gay male couples. Buzzella et
al. (2012) measured several dependent variables and though
the intervention had no impact on relationship satisfaction,
positive changes occurred on other variables and couples reported high satisfaction with the program. The researchers
noted generally high satisfaction for engaged and newlywed
couples as a likely reason that satisfaction did not improve
while other variables did (Buzzella et al., 2012).
In this study, the couple noted that their marriage came
after seven years together and within two years of marriage
becoming legal in their state. Their ceremony was an important event, and both partners noted in the checkup that their
decision to marry was deeply meaningful for them and for
their community of friends. Both partners in C2 reported,
subjectively, that the checkup was helpful to them and that
they enjoyed the process. In addition, their screening score
was 16. As noted previously, their score on week one of
this study was 17; the three probes (after the marriage and
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during the honeymoon) were 17.5, 19.5, 18.5. The scores
during and after the checkup were 17.5, 18, 18. These three
scores were higher than both their screening score and their
first baseline score, although lower than their scores after
marriage and honeymoon. Thus, results for this couple may
be consistent with the relationship education study with engaged and newly married gay male couples. Because these
results are inconclusive, additional studies are needed, and
should include variables other than relationship satisfaction
in order to understand this outcome with a newlywed couple. Wellness interventions such as checkups and education
programs are used frequently for premarital couples. Studies
using the checkup with gay male premarital and newlywed
couples, with a range of dependent variables, will help to
determine whether a checkup, similar to a relationship education program, has benefits for this group. The concern
lies in reliance on satisfaction assessment to determine an effect during a time when satisfaction is generally high. Being
newlywed or engaged was not a screening criterion for this
study, and this outcome is informative for future studies.
As previously noted, the MC’s mechanism of change for
heterosexual couples is time spent fostering intimate conversations (Cordova et al., 2005). Additional factors in outcomes include reminding partners of the positive qualities of
their relationship, building acceptance, and helping couples
activate resources to support their own well-being (Cordova
et al., 2014). Because couples are more similar than different
across sexual orientation differences (Gottman et al., 2003;
Julien et al., 2003; Mackey et al., 2004), the positive outcomes for two of the couples in this study are, at least in
part, likely related to these same interpersonal processes.
The moderate effect size overall, which includes all three
couples’ scores, is stronger than the small effect sizes found
in other studies on other wellness programs. The existing
studies included one using the MC with heterosexual couples
and another using a relationship education program with gay
male couples. Both programs had a small effect size on satisfaction (Cordova et al., 2014; Whitton et al., 2016). As noted,
another education program with newlywed and engaged gay
male couples showed no change in satisfaction (Buzzella et
al., 2012). Given that only two of the three couples in this
study had a visible benefit, and given the small sample size
for this study, additional studies need to be completed to explain the relatively strong results for two of the three couples.
Study designs contain strengths and limitations. The
multiple-baseline design used provided a means to assess
several threats to internal validity. Baseline data taken before the intervention and the short time of the study reduced threats related to maturation. Each couple had different randomly-assigned baseline lengths, which allowed
for an assessment of threats related to history. A multipleprobe assessment with a short survey decreased the threat of
testing. Researchers assessed procedural validity via fidelity
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checks.
Limitations
The study was changed from a concurrent design to a nonconcurrent design due to one couple not completing the study
in the original set of three couples. The decision to change
the design and recruit one more couple was supported by the
minimal difference between concurrent and non-concurrent
designs. Christ (2007) evaluated both design formats and
indicated that both formats provided reliable assessment of
threats to internal validity. In addition, in the larger series
of studies of a checkup with lesbian, gay male, and transgender couples (Minten & Dykeman, 2018, n.d.), the researchers
shifted to a non-concurrent design for this study group, gay
male couples, and transgender couples. For the study with
transgender couples, final recruitment for three couples took
over a year, so researchers shifted to a non-concurrent design so that the couples who enrolled initially could have the
checkup without a long delay (Minten & Dykeman, n.d.).
Future researchers working with a checkup and sexual and
gender minority couples may utilize a non-concurrent design
from the start given the changes in two of these three studies.
Single-subject design studies frequently rely on direct
measures of behavior rather than self-report inventories. In
this study, the use of a self-report measure reflected standards
in the field of couples research. As discussed above, selfreported satisfaction correlates strongly with other health
outcomes and with predicting couples’ long-term outcomes
such as divorce or continued happiness. Even with these
advantages, self-report measures are still subjective. Future
studies may include direct observational measures of behavior change (such as observed increases in fondness and admiration, information about increases or decreases in time spent
together, or reduced occurrences of criticism, contempt, and
defensiveness in conflict discussions) in addition to a selfreport measure of satisfaction.
Replication studies strengthen external validity in singlesubject design. Additional studies with gay male couples are
important to fortify the integrity of the findings. In particular,
studies using the same intervention but in different geographical areas with different therapists will strengthen the generalizability of the results. Exploring the MC with additional
dependent variables with a group of newlywed and engaged
gay male couples will clarify results found here.
Future Directions
There are three primary implications for future researchers
and for clinicians. First, in terms of future research, measuring satisfaction alone is not enough to understand the
checkup’s impact. Many couples have stable satisfaction
scores and are still at risk. Underscoring this concern, as
found in this study, newly married gay male couples may
benefit from a checkup, but the potential benefits are unclear
Vol. 2 No. 1, 22-34, doi:10.34296/02011024
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when using satisfaction as the dependent variable. Other
variables that may be more useful in wellness research in
general (for all couples) include felt acceptance, intimacy,
empathy, commitment, and time spent together (Bradbury &
Lavner, 2012; Cordova et al., 2005, 2014; Hawrilenko, Gray,
& Córdova, 2016). For gay men, additional variables are
worth consideration. In one study with a relationship education program, observed communication and perceived stress
had greater changes than satisfaction (Whitton et al., 2016).
Researchers continue to tease out constructs relevant to ongoing wellness and sensitive to early intervention. Future
research is needed to explore which of these variables fit for
gay male couples overall, and for newlywed and engaged gay
male couples, specifically with checkups.
Another topic to consider in future research is whether
the checkup and other wellness programs might be helpful
in countering the impact of social prejudice for gay male
couples. Hardship (e.g., homophobia) can drive an increase
in relational difficulties and thus result in early dissolution
(Kurdek, 2004; Lavner & Bradbury, 2017; Meyer & Wilson,
2009; Pregulman et al., 2011). The MC could potentially
provide an antidote to these concerns. Additional modifications to the MC can be made to meet concerns of gay male
couples, such as adding questions to the surveys on topics
specifically created for sexual minority couples. These topics, informed by previous research, could include (a) coping with discrimination and prejudice, (2) garnering social
support, (3) defining and managing roles, (4) handling relationship disclosures, and (5) working on family planning
(Buzzella et al., 2012; Scott & Rhoades, 2014; Whitton &
Buzzella, 2012).
The third implication for future research and current
providers includes exploring the challenge of attendance
(Markman & Rhoades, 2012). In this study, recruiting four
couples took approximately 10 months. Reframing the intervention as a wellness program and offering financial incentives helped in recruiting couples. Offering a same-day
checkup at community events, encouraging word-of-mouth,
and other strategies may also increase interest. In addition,
all three couples in this study were middle class. Recruiting
poor and working class couples will be vital to understanding
gay male couples across demographics.
Using the MC with gay male couples was unlikely to
harm, given that gay male couples are more similar to than
different from heterosexual couples. Yet, a study with targeted analysis on how a checkup impacts gay male couples
has been overdue. This small study offers initial support for
two of three gay male couples for whom an MC checkup
was beneficial. For the newlywed couple, results are less
clear, but in the context of existing research with relationship
education with newlywed gay male couples, are still hopeful.
This study marks a beginning and demonstrates the potential
for benefits in developing sensitive checkup programs that
Vol. 2 No. 1, 22-34, doi:10.34296/02011024

enhance gay male couples’ health and longevity.
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Sexuality Beyond Young Adulthood:
Affordances and Barriers to Sexual Expression in the Nursing Home
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Human sexuality is part of life, regardless of age or place of residence. Previous research
on older adult sexual expression in nursing homes—almost all of which was conducted using quantitative methods—has primarily focused on staff perceptions. This phenomenological
study aimed to explore sexual expression as it was perceived, experienced, and practiced by ten
older adults, ages 65 and older, residing in a nursing facility. This paper will explore themes
associated with the self-perception of affordances and barriers to engage in sexual expression,
and how mental health counselors may best serve the needs of older adults and advocate for
affirming policies.
Keywords: older adult sexuality, nursing home resident, aging sexual expression

Introduction
Awareness and acceptance of sexual expression is growing for many populations in the United States; however, it is
still seen as a social challenge faced by many older adults.
For some reason, ageist views portraying older adults as
disinterested or incapable of sexual expression continue to
surface, regardless of how expressive and open people like
Golden Girls actor and comedian, Betty White, prove to be.
Betty White’s commonly known, unapologetic attitude toward sexual expression is not the exception. Older adults
continue to engage in sexual behavior and present with varying levels of desire until their last breaths. This presence of
desire and yearning for physical affection, tenderness, and
intimacy among older adults is well represented in the literature (Bell, Reissing, Henry, & VanZuylen, 2017; Sousa,
Dhingra, & Sonavane, 2016; Lindau et al., 2007), and yet socially, adults are imagined to cross an invisible infantilizing
line once they become older. One of the most common biases
is that older people do not desire relational intimacy, physical intimacy, or engage in sexual activity. The consequences
of such a misperception has led to social stigmatization of
and nationwide ignorance about the older adult population.
One major consequence of this stigma led to a jump in sexually transmitted diseases among the older adult population;
according to the Sexually Transmitted Disease Surveillance
report, there was a 16.7% increase in cases of syphilis from
2016 to 2017 among adults 65 and older in the United States
(Centers for Disease Control and Prevention, 2018).
Regardless of this statistical reality, the social stigma tied
to older adult sexual expression is not only streamlined by
society but also internalized and expressed by many older
adults themselves (Syme & Cohn, 2015). For example, DeLamater and Moorman (2007) found older adults to hold the

belief that sexual intimacy is only appropriate when occurring within marriage. Those who assume that this belief is
true are often left without a sexual partner at the time of their
spouse’s death or as a result of divorce (DeLamater & Moorman, 2007). The prevalence of such a belief regarding older
adult sexual expression is only further complicated for many
who end up residing in a residential facility. According to
the U.S. Census Bureau (Roberts, Ogunwole, Blakeslee, &
Rabe, 2018), approximately 1.2 million adults, 65 and older,
reside in nursing home facilities. Furthermore, the older
adult population is expected to double by 2030 (Roberts et
al., 2018). Therefore, the number of residents is expected to
rise as well.
Attitudes toward older adult sexual expression have long
been documented from the perspective of nursing home staff
(Elias & Ryan, 2011; Kehoe, 2013), but there is little data
that reflects the narratives of the older adults who reside in
nursing homes. Both qualitative and quantitative researchers
on the topic of aging sexuality expressed the need for further
research on nursing home residents and their interpretation of
sexuality, desire, and sexual expression (DeLamater & Sill,
2005; Elias & Ryan, 2011). This paper aims to expound on
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the individual narratives of ten brave older adults residing
in a nursing home setting, and to share how we as mental
health professionals might better approach older adult sexual
expression in the nursing homes through affirming policies
and sex-positive education. A brief literature review of sexual expression specific to older adults will be addressed in the
next section, including literature associated with the attitudes
toward sexual expression in the nursing homes as perceived
by residential staff.
Literature Review
In modern societies where youth and beauty are emphasized, older adults are more susceptible than their younger
counterparts to receiving negative messages toward sexual
expression (DeLamater & Sill, 2005; Hajjar & Kamel, 2004;
Hillman, 2000). It is common in United States culture for
older adults to be socially met with expectations to “act their
age.” As a result, older adults are far more likely to deny
their own desire and correspondingly, to deny their own internal need for physical connection and intimacy (Laflin,
1996). Consequently, denying one’s sexuality is also seen
as having a negative impact on self-image, social relationships, and mental well-being (Hajjar & Kamel, 2004; Hillman, 2000). Advocacy and support are necessary to prevent
older adults from internalizing such messages. Considering
the frequency in which older adults access healthcare, healthcare professionals are in an ideal position to support and advocate on behalf of their older adult clients and their sexual
needs.
Professional Preparation to Address Aging Sexual Concerns
Healthcare professionals across fields can play a crucial
role in the successful facilitation of sex-positive conversations by educating older adults on the topic of healthy sexual expression, and yet, across the healthcare profession, aging sexual expression continues to be perceived to be outside one’s scope of practice (Haesler, Bauer, & Fetherstonhaugh, 2016). Physicians are in the best position to monitor older adults for general medical concerns and to educate
them about safe and healthy sexual practices. Nevertheless,
studies have shown that general physicians often believe they
do not have a thorough understanding or expert knowledge
on aging sexual expression (Hughes & Wittmann, 2014) and
struggle to initiate conversations with older patients on the
topic of sexuality (Levkovich, Gewirtz-Meydan, Karkabi, &
Ayalon, 2018).
Mental health counselors are also in a unique position to
explore sexual concerns with and provide thorough sex education to older clients; nevertheless, most counselors are
not adequately trained to address sexuality in counseling, regardless of age demographic (Zeglin, Dam, & Hergenrather,
2017). Counseling could provide a wonderful opportunity
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for older adult clients to explore their own sexual narratives
and examine generational differences in sexual beliefs and
practices—if counselors receive the proper training (Watters
& Boyd, 2009; Williams et al., 2016). Kehoe (2013) further stated that long-term care facilities are in need of mental health counselors, not only to support the mental health
concerns of the residents, but also to advocate for affirming
policies and integrated care. This could include sex-affirming
policies, but nursing homes and their staff struggle to see how
to best support the sexual needs of the older adults residing
in their care (Metzger, 2017).
Nursing Home Attitudes Toward Aging Sexual Expression
Nursing homes were established to provide refuge for and
protect the most vulnerable. With medical and safety needs
at the forefront, sexual expression was not considered a viable factor when compared to other medical and environmental needs. As a result, much focus on sexual expression
within the nursing homes is limited to addressing nonconsensual sexual behavior and diminished capacity to consent. Although not every resident at a nursing home has some form of
dementia, this neurodegenerative disorder with an 80 percent
behavioral disturbance rate poses a potentially great threat
to individuals residing in nursing home facilities (Mahieu &
Gastmans, 2011).
Due to the consensual nature of sexual activity, it is understood why there is a proliferation of literature on the topic
of consensual sexual expression and dementia (Archibald,
2002; Elias & Ryan, 2011; Mahieu & Gastmans, 2011). Although it is critical to protect all persons residing in nursing homes, such focus often results in both implicit and explicit bias toward resident sexual expression (Doll, 2013;
Knaplund, 2015). A study reviewing current legal documents
and nursing home policies related to privacy rights of residents found a similar outcome in that healthy sexual behaviors exhibited by older adults were considered “sexually inappropriate behavior” by the nursing home staff (Knaplund,
2015). Knaplund (2015) reported that “seniors in nursing
homes are lectured and ridiculed, even transferred involuntarily, for having a sexual relationship” (p. 248).
Older Adult Attitudes Toward Aging Sexual Expression
Research has shown that socially conservative older adults
are more highly critical of their sexual selves and hold a
higher degree of sexual guilt (Hudson, Murphy, & Nurius,
1983; Laflin, 1996; Syme & Cohn, 2015). Those with more
socially conservative attitudes are inclined to internalize negative societal messages (DeLamater & Sill, 2005) and, as
a result, deny their sexual needs. Internalized ageism toward sexual expression may be exacerbated by the natural
response of the aging body to sexual expression. Considering desirability and social standards, chronic illness may be
Vol. 2 No. 1, 35-47, doi:10.34296/02011022
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especially distressing to a person’s confidence and sense of
sexual well-being (Laflin, 1996).
As social beings, people are inclined to look to partners
and older peers and adults for knowledge and social guidance. As people grow older, sharing of knowledge is limited
and vulnerable people may become more susceptible to complying with current societal cues and beliefs toward aging
sexual expression. For example, if a society proclaims that
sexuality is primarily for the youth or for procreation purposes, older adults with diminished ego strength and lack of
positive role models may intrapersonally communicate negative messages toward their own sexual desires and interests.
As a result, older adults are susceptible to seeing themselves
as sexually deviant for experiencing desire, or as asexual after experiencing diminished sexual desire. In societies where
messages of beauty, health, and sex are ascribed to young
people, older adults are challenged with their own sense of
beauty and sexuality.
Due to social stigma and internalized ageism (whether
perceived or experienced), older adults have difficulty addressing sexual concerns with others interpersonally. In the
Lindau et al. (2007) study, only 38 percent (n = 927) of the
male participants and 22 percent (n = 1,058) of the female
participants (65 years of age and older) reported discussing
sexual issues with their physician. The same participants reported that they had not discussed sexual issues with a physician since they were 55 years old.
Prevalence of Sexual Interest
Sexual activity is often defined as sexual intercourse, but a
broader definition is more applicable to most individuals. Although sexual activity declines with age, men and women in
their 80s and 90s report being actively engaged in a variety of
sexual activities, including vaginal intercourse, oral sex, and
masturbation (Lindau et al., 2007). Interest in sex does not
necessarily diminish with admission to a care home, though
frequency of engagement in sexual behavior has shown to decrease (Solway, Clark, Singer, Kirch, & Malani, 2018; Elias
& Ryan, 2011; Mulligan & Palguta, 1991). Older adults may
resign themselves to celibacy if they deem sex unnecessary
or if proscribed moral values conflict with internal desire to
achieve sexual gratification (Muzacz & Akinsulure-Smith,
2013).
According to Hillman (2000), research on later life sexual
expression supported the construct of desire related to personal motivation, needs, and satisfaction among older adults.
Hillman reported that in later stages of life, desire may actually be positively associated with biopsychosocial constructs,
such as
fostering of emotional intimacy; experiencing
and enjoying physical pleasure; satisfying continuing biological urges; asserting independence
Vol. 2 No. 1, 35-47, doi:10.34296/02011022

and experimenting new things; feeling youthful;
challenging societal myths; reestablishing societal myths; heighten bodily awareness; and engender comfort and familiarity with the changing body (p. 18).
Although the body undergoes several changes over the
course of time, the literature still suggests that sexual desire remains an important aspect of life for the older adult
(DeLamater & Sill, 2005; Hajjar & Kamel, 2004; Hillman,
2000; Masters, Johnson, & Kolodny, 1994).
Problem Statement and Purpose
Few studies have captured the residents’ individual experiences within the nursing home as it pertains to sexual
expression and positive sexuality. Given the lack of research, how nursing home residents access opportunities to
express themselves sexually and intimately merits consideration. Since their inception, nursing homes have gone
through several transformations to meet the needs of their
ever-growing resident population. For many nursing homes,
policy and care procedures have focused on medical needs
and quality environmental standards. Sexual expression,
however, is a quality of life indicator that has not been well
researched or considered in nursing homes in general. Sexual expression is influenced by intrapersonal, interpersonal,
cultural, and psychological factors (Doll, 2013) and remains
an important component to life throughout the lifespan for
many people.
Similar to residents of the first nursing homes created in
1939, individuals who take refuge in a nursing home often
do so out of fear of becoming a burden to family or because
there is no one in the family able to care for them (Beeber,
2011). The “choice” to move into a nursing home is often
seen by older adults as their last resort, for fear of nursing
staff neglect, loss of independence, and loss of normalcy of
private home life, including intimate engagement (Beeber,
2011). According to the results of this study, challenges most
often experienced by the older adult population may result in
clarifying aging sexual expression and restructuring of policy
on the topic of privacy rights and sexual expression among
older adult residents in nursing homes.
Methods
The purpose of this phenomenological qualitative study
was to explore the unique attitudes, values, and experiences
of older adult residents regarding the issue of physical and
relational intimacy and sexual expression in a nursing home
residential setting. The research design and method was
used to explore if, how, and under what circumstances, older
adult residents felt comfortable with sexual expression in the
nursing home setting. This study hoped to document the
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“essence” (Moustakas, 1994) of being an older adult desiring connection and intimacy within a nursing home environment, especially exploring the “inner experiences un-probed
in everyday life” (Merriam, 2002, p. 7) of these older adult
residents.
Recruitment
Nursing home facilities in the Midwest were selected
based on length of establishment (ten years or older) and state
licensure to ensure quality of site and longevity of practices.
Facilities in the designated area were contacted and permission was requested to conduct the study at their respective
facilities. Of the 13 nursing homes identified, two nursing
homes agreed to participate in the study. Both nursing homes
were located in a rural region. In addition to meeting the
criteria, both nursing homes reported to have a policy on resident sexual aggression and one reported to have a specific
policy on sexual expression; however, staff were not allowed
to share the policy manual with non-employees.
The researcher presented the study to the resident population before meal time in the community space and those
interested in the study met with the researcher after the presentation. Residents were interviewed separately at a location in the nursing home that was most convenient to them.
A private setting away from both staff and other residents
was vital to prevent residents from feeling confined to their
setting.
Participants
Smith and Osborn (2008) prefaced phenomenological
data analysis to be so rigorous that it could only be conducted
appropriately when collecting data from a small sample size,
especially when approaching this type of research for the first
time (Smith, 2008). This study sought to identify ten residents who met three specific criteria. Resident participants
met the age requirement of 65 years and older. The approved
residents scored a 27 or above on the Mini-Mental State
Exam (MMSE). Saturation was achieved after six residents;
however, the researcher decided to interview a total of ten
residents (men = 6; women = 4) in hope of increasing diversity among the sample and increasing the number of female
resident participants in the sample. To maintain confidentiality, researchers provided each participant with a pseudonym:
Harry, Sally, Bonnie, Clyde, George, Alma, Jackson, Buddy,
Ginny, and Chuck (see Table 1).
Interviews
Semi-structured interviews were utilized to explore the
narratives of the ten resident participants. Seidman’s (2013)
interviewing process was adapted to interview each participant. General questions on the subject of sexual expression
were utilized in order to prevent leading the conversation or
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overly guiding the responses. The researcher met and interviewed the resident participants two different times, approximately three days apart. The first interview focused on the
life story of the participant and lasted 15 to 30 minutes. The
second interview focused more on the participant’s reported
sexual experiences and interest in intimacy and sexual expression. The length of the second interview was 45 to 60
minutes. The participants were interviewed in the privacy of
their own room at their respective nursing home facilities.
Although the narratives contained several similar themes,
the stories were unique and emerged from each individual’s
life experiences, involving relationships and understanding
of oneself as a sexual being. The semi-structured script for
the second interview included the following questions:
• If you have or had a partner, in what ways has your sexual relationship evolved or changed as you have aged?
• How would you describe your sense of pleasure and
fantasy?
• Can you describe your interest in self-stimulation?
• What do you dress up for? Perfume, make-up, etc.?
• What are some messages you have received about intimate expression in the nursing home? Both pro and
con. . .
• In what ways are people here involved in romantic relationships? How does that work for them? If any,
what kind of issues do they experience in expressing
their care for one another?
• What are some ways that you and the people you know
express their sexual selves?
• How willing are people to talk about their sexual needs
with one another? With staff? With family?
• If applicable, how have your relationships changed
since you moved into a nursing home? Especially in
terms of touching and sexual expression?

Analysis
The process of this study followed a developmental format of qualitative data collection. The development of the
study was a “heuristic process through which one discovered the nature and meaning of experience and developed
methods and procedures for further investigation and analysis” (Moustakas, 1994, p. 17). Through constant comparative analysis, each step of the data collection process built
upon previous data as patterns emerged (Merriam, 2002).
This process deepened understandings of the nursing home
Vol. 2 No. 1, 35-47, doi:10.34296/02011022
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Table 1
Participant Demographics
Name
Race
George
White
Alma
White
Harry
White
Sally
White
Buddy
White
Jackson
White
Clyde
White
Bonnie
White
Ginny
Cherokee Indian
Chuck
White

Journal of Counseling Sexology & Sexual Wellness: Research, Practice, and Education

Age
85-89
80-84
90-94
90-94
75-79
85-89
90-94
90-94
90-94
90-94

Gender
Male
Female
Male
Female
Male
Male
Male
Female
Female
Male

experience as lived by the residents. The phenomenological reduction of data analysis in interpretative phenomenological analysis required the researcher to interact with the
data through a three-step process according to Smith and Osborn (2008): bracketing, horizontalization, and clustering of
meanings or superordinate themes.
The goal of the study was to focus on the experiences
of the four women and six men who resided in a nursing
home, reflecting on each individual’s sense of intimate expression and sense of self as a sexual being. The meanings
residents attribute to those aspects of their personhood were
explored. The aim was to compare and contrast each individual account, and to successfully capture each individual’s
process of self-identification as a sexual being (or loss of
such identity) as a result of aging, illness, relationship status,
and nursing home environment. Each participant’s account
was clearly unique and ever changing; the perception of self
as a sexual being had inevitably evolved over time for all
participants.
Trustworthiness was established through four strategies:
dependability, confirmability, credibility, and triangulation.
Dependability was assessed through the researcher’s report
of any changes that might have affected the way the researcher approached the study and, moreover, the way the
participant engaged in the study. Confirmability, “the degree
to which the results could be confirmed or corroborated by
others” (Blash, 2010, p. 85) was completed by the participants themselves. Each interview was recorded and later
transcribed. Completed transcriptions of individual interviews were offered to participants for verification. Due to
the sensitive nature of the material, the member check also
allowed participants to identify any passages that they felt
were too personal. Every effort was made to respect any
request for an exclusion of certain passages from the data;
however, no one requested such exclusions.
Credibility was assessed through engagement, persistent
observations, triangulation, and member checking. Engagement is the process by which the researcher remains in
the study collecting data until saturation occurs (Merriam,
Vol. 2 No. 1, 35-47, doi:10.34296/02011022

Sexual Orientation
Straight
Straight
Party Bisexual
Straight
Straight
Straight
Straight
Straight
Straight
Straight

Living Situation
Private
Private
Private w/ Spouse
Private w/ Spouse
Private
Roommate
Private w/ Spouse
Private w/ Spouse
Roommate
Roommate

2002). Finally, triangulation was achieved by means of selfreflexivity and examination of the data derived from resident
participants, field notes, and reflections. This process identified key biases of the researcher by means of bracketing
researcher background and experience with the topic.
Results
Interview questions and conversations were used to explore comfort on the topic of and expression related to sexual
intimacy presented by residents. This paper will address a
section of the themes identified in the study specific to affordances and barriers perceived by residents related to sexual
expression. Autonomy, as well as the pleasures of a normal
daily lifestyle, are challenged as people transition from their
own home to a nursing home. Comfort in doing personal and
private things are equally challenged. Daily activities such
as using the restroom, bathing, and changing oneself become
shared responsibilities with nursing staff, who are at least
initially considered strangers. Activities such as masturbation, mutual touching, embracing, kissing, intercourse, and
other types of sexual engagement also become challenging
and may be perceived as too risky to engage in for many individuals transitioning to a residential community setting such
as a nursing home. The superordinate themes associated with
affordances and barriers were identified as the following: privacy and support, resident attitude toward sexual expression,
resident knowledge of sexual expression policies, opportunities to date, comfort with sexual discussion, and perceived
status as a guest.
Affordances to Healthy Sexual Expression
Privacy and staff support. Privacy, along with dignity,
is considered one of the most important components to overall quality of life in nursing homes. It was important, then, to
explore whether participants experienced privacy in the nursing home setting, and to what degree privacy was afforded.
Along with privacy, opportunity was also explored in relation
to whether participants perceived opportunities to engage in
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sexual expression. In this study, privacy and support were
each identified as both a barrier and an affordance. Some
perceived a great deal of privacy and opportunity and some
did not. This section focuses on those participants who perceived privacy as an opportunity and a limitation, and how
staff supported (or did not support) opportunities for the resident participants. Harry was one of the participants who
reported staff as supportive. For example, Harry and Sally
engage in a morning intimacy ritual that starts with a prayer
and ends with staff knocking on the door:
Usually we have a clock on the ceiling. And
when it is 6:00, I’ll say “Six” and I’ll wait until
she starts it, but she may not feel like doing it
again. One of us then will say, “Good morning
honey, I love you.” And the other will answer,
“This is the day in which the Lord has made,”
and so on. We’ll talk about what day it is and
all of that. We’ll maybe talk about what we are
going to have to be doing today, or talk about
yesterday, or talk about what kind of a night we
had. And then after a while, someone will come
in wanting to know what we want for breakfast
and they’ll take it down and then they will come
in. (Harry, Lines 249–253)
The details of this excerpt suggest a loving ritual between
both Harry and Sally. Despite its briefness (approximately
10 minutes), Harry and Sally reported feeling overall satisfied with the time. Harry and Sally also have a nighttime
ritual, similar to their morning one, that is supported by staff.
Sally explained:
We, every night just before we are ready to have
the aides come and help us get to bed, we close
our door and turn the lights out except for one
and have about oh, 10 to 15 minutes together,
and when we turn our call light on, they come
and put us to bed. (Sally, Lines 195–198)
Harry and Sally perceived staff to be very supportive but they
also made intimacy and private time a priority and advocated
their needs with the staff.
Bonnie and Clyde were interviewed together. When asked
if they felt that privacy was available for both to be intimate,
Clyde reported jokingly, “We can do what we want in it, except murder each other” (Clyde, 137). Bonnie suggested the
same: “I’d say we could pretty much do anything we want
to do” (Bonnie, Line 594). Both then clarified, “We can do
anything, but we don’t do anything” (Clyde, Line 596). Bonnie then reported with a tone of acceptance, “That’s the way
life is when you get to be 91 in a resident facility” (Bonnie,
Line 600).
Although considered limited by all participants, privacy
was seen as an affordance to a certain degree. Many of
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the participants recognized the importance of medical needs
and nursing responsibilities as an expectation of the nursing
home experience. Although privacy was limited, they were
able to identify moments and private opportunities to be by
themselves and to be with each other. Beyond their bedroom,
Sally and Harry both described other opportunities for intimate expression. Sally explained, “Every once in a while,
even in the dining room or anywhere, if one of us want to,
we say, ‘I love you’, and he’ll say something similar back”
(Sally, Lines 287–288). Sally also explained how they also
took advantage of the outings provided by the nursing home,
to be together and enjoy the community. Bonnie and Clyde,
too, reported participation in the nursing home outings: “We
like to go to the movies and shop and people-watch” (Bonnie, 383). The majority of the participants, in fact, reported
frequent participation in community outings. Many desired
to leave the nursing home on occasion.
Opportunities to be with his spouse privately and publicly
were also considered very important to Jackson, whose wife
could visit him only weekly. Jackson explained:
We like to spend time by ourselves when we go
up [to the dining hall] or eat here or go out some
place. The few hours that we spend together we
like to be together to just talk and play cards
(Jackson, Lines 509–511).
George, who lived in a private room, explained how he
used his privacy to fulfill his sexual needs in the evening
hours. As he walked to show me his collection of DVDs,
George explained, “I got some sexy movies over there I
watch and sometimes that stirs me up” (George, Line 930).
When asked if staff supported his decision to view such
movies, he clarified, “They leave me alone pretty well after 11:00pm. And I can watch them later at night” (George,
Lines 938–946). From these disclosures, George believed
the nursing home would not allow pornographic movies, but
he did not ask before relocating to the nursing home. He simply became comfortable and confident enough to “risk being
caught” with the videos. Intriguingly, there was a sense of
excitement experienced by George of getting caught in the
act of watching the films. From George’s experience, the
staff provided the opportunity of privacy and knocking as a
demonstration of acceptance of his sexual needs.
Resident attitude toward sexual expression. Questions and conversations centered on individual perception of
how others in the nursing home expressed themselves sexually or intimately, and on what the residents thought about
those narratives. Participants reported either a positive or
negative attitude toward others in the nursing home in relation to sexual expression, intimacy, and relationships. This
dichotomy reflects the participants’ liberal or conservative attitudes toward sexual expression. Harry exclaimed, “They’ve
got to touch each other!” (Harry, Line 922) When asked to
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further explain, Harry clarified, “They need to feel loved. To
touch someone and to be touched. Not a stranger but they
need to feel connected to someone they love” (Harry, Line
926-927).
Jackson also expressed a positive attitude toward
a romance in the nursing home: I think it’s so
nice—one of the men–it’s a storybook romance.
She just came in here. She was a nurse—this
was back in World War II, he was injured, he
came into the hospital and they got together. She
was of course, a lieutenant and they weren’t supposed to be doing anything and I guess had to
hide their feelings and so forth. She came in here
last month or so but he hadn’t been in there too
long himself but they were able to be together,
which is so nice. (Jackson, Lines 907-914)
He then reflected on his own romance and lamented, “I’d
give anything if my wife could be right on the other side of
that [pointing to the other side of the room]” (Jackson, Lines
913-914).
Bonnie shared a story of a woman who did not need to
be in the nursing home, but who moved there to be with her
husband who needed the medical assistance. The husband,
as Bonnie explained, was someone who could no longer talk
and who was not consciously aware of what was happening
around him. She explained, “She sold her home and moved
here—I think that’s what I call true devotion in a marriage”
(Bonnie, Lines 353-354).
George mockingly described a male resident and a female
resident who frequently visited each other in the night. Although he expressed a positive attitude toward the midnight
rendezvous, he also suggested that he was “jealous.” Alma
and Ginny shared a similar ambivalent response toward others’ interest in intimacy. Alma explained that some residents
have reported loneliness as a reason for establishing a relationship in the nursing home: “They always say well we are
both lonely and that’s all that is to it. That’s fine with me”
(Alma, Lines 588-589).
From the perspective of the nursing home residents, affordances to sexual expression were both experienced and perceived by others as part of their nursing home experience.
Privacy was afforded to a certain degree in George’s case
as he was provided a “Privacy, please” door hanger by the
nursing home staff. Per resident request, all residents at his
facility were able to receive the door hanger. Some resident
participants observed others in the nursing home being intimately expressive, and defined sexual expression in their
own way: a kiss, a hug, a midnight rendezvous, and a longterm decision to move into a home just to be with their ailing
partner. Although privacy and opportunity was considered
available, all participants (including the ones in this section)
reported that their privacy was no longer the same as it had
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been when they lived on their own.
Barriers to Healthy Sexual Expression
Resident knowledge of sexual expression policies.
This theme represented the lack of clear knowledge on resident sexual expression, as reported by resident participants.
None of the ten residents could clearly identify specific policies, protocols, or procedures regarding resident sexual expression or cohabitation in the same room. Some participants, like Alma, speculated that policies existed only for
heterosexual married couples: “I think that is just—unless
they are a husband and a wife—you know” (Alma, Line 584).
Chuck also made the same suggestion: “Nope. Not offhand.
They don’t like it available to you unless you are married
and if you are married, well you can get a room here for your
wife” (Chuck, Lines 662–663). Ginny, Harry, Buddy, Jackson, and Sally reported that policies were never discussed
with them. Bonnie and Clyde explained, “They just made
sure we got a room together. There was no rules or regulations or anything like that about living together, at least I
think so” (Bonnie, Lines 588-589).
There are several important issues to note within these
brief disclosures. In the absence of a clear policy on sexual expression (i.e., married couples are permitted to be intimate but single adults are not), residents made assumptions
and guesses about the topic of sexual expression. Because
of the lack of policy, participants believed that opportunities
for sexual engagement were afforded exclusively to married
couples. Residents also believed that adults without a partner were either expected to marry, live out their residential
lives without a sexual partner, or engage in sexual acts with
the possibility of going against a possible policy. George and
Chuck desired to be with a woman, but perceiving limited opportunity to meet someone in the community, felt restricted
to the women who resided in their nursing home. Although
the married couples believed it was appropriate for them to
engage in sexual activities, they were unsure of specific policies and, therefore, had to assert their sexual stance with
the idea that they may be at risk for discipline. Harry, for
example, asserted that “When we can, we get together and
kiss. We don’t mind being caught doing that” (Harry, Lines
1146–1147).
Limited opportunities to date. It was important to explore whether participants believed that opportunities existed
to meet potential partners and/or participate in intimate outings. Lack of transportation and personal vehicles was considered an issue for those interested in meeting new people.
Both nursing homes offered a variety of social activities, such
as playing bingo, for resident enjoyment. George also identified bingo as one of the social activities offered by the nursing
home. When asked if he participated, George replied, “I did,
but I kind of got—it got a little monotonous” (George, Line
1684). When asked if he was ever attracted to someone while
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playing bingo, he responded, “No. Usually the only people
playing is the people that are living in here. And most of
them are old” (George, Line 1688). Later, George was asked
if other social opportunities were presented by the nursing
home to meet people and he exclaimed, “I don’t know, I’m
just kind of wandering around in the dark on that kind of
stuff” (George, Line 1084–1085). According to George, the
nursing home provided little to no opportunities to meet a
woman in the community—beyond the nursing staff.
George’s concerns were shared by Chuck as well. After Chuck’s second wife died, he described a desire to be
with someone; however, he could not foresee the possibility:
“Well yeah it’s been a tough year. I lost two wives and—that
I got pleasure from all the time. I don’t know. Maybe it
was meant that way. I don’t know” (Chuck, Lines 811–812).
As earlier stated, only four women lived in the resident home
where Chuck resided and because of this, he also saw limited
opportunities to meet new women.
Of those in relationships, four out of five participants reported interest and frequent engagement in social activities
in which they would participate with their spouses. Sally
also commented that there were no real opportunities to go
on a date with her spouse: “Not since we’ve been here. What
could we do on a date?” (Sally, Line 552). She and her husband explained that they used to engage in hobbies such as
gardening, cooking, and music. Although they were able to
bring their music with them, they both reported how much
they missed working together in a garden or cooking in the
kitchen—neither of which were offered at the nursing home
where they resided.
Limited privacy and autonomy. Although many nursing homes enforce laws that mandate affordances such as privacy rights for residents, realistic limitations exist with regard to the extent of privacy. To fulfill the variety of unique
needs, nursing homes employ a variety of people: nursing
assistants, social workers, counselors, nurses, physicians,
maintenance workers, housekeeping staff, dieticians, cooking staff, administrators, and more. Each of the aforementioned employees, depending on the need, has access and
clearance to enter the resident’s room when necessary. All
ten resident participants reported that privacy was limited and
that disruptions appeared inevitable.
A few participants accepted the limited privacy, but many
reported feelings of frustration with the ongoing disruptions
that occurred in a given day. Some participants equated the
disruptions with the reason for limited engagement in intimacy with spouses, and/or with oneself. Although George
frequently viewed pornographic material while masturbating
before he moved into the nursing home, this uncertainty of
approval and opportunity left him with the decision to get
rid of his collection: “Well I figured they would [staff would
be bothered] when I came in. I got rid of all my movies
like that before I come down here. I bought them since I’ve
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been here” (George, Lines 959-960). At one point, the nurse
walked in while he was watching one of his videos and he
commented on his concern for her: “She was startled and I
was worried I would get in trouble. She didn’t say anything
to me but she left shortly after giving my medicine." Because
he did not know when staff would come in, he restricted his
viewing to the evening hours: “I usually don’t watch them
during the early hours” (George, Line 985); “Now there’d be
something happening [on the video]—I wouldn’t want to upset—but they’re used to kind of things like that, I think. Well
it depends on who it is, but some of them wouldn’t mind”
(George, Lines 993-994).
All participants described respect of privacy as limited to
a knock at the door upon entrance to their room. When questioned about opportunities to be intimate, both Bonnie and
Clyde laughed. Clyde explained, “In the first place you can’t
have any thoughts of sex because anytime somebody might
knock on the door and walk right in” (Clyde, Lines 228-230).
Although Harry and Sally deemed their 10 to 15 minutes of
privacy as “sufficient” to engage in their evening intimacy ritual, Harry also clarified that opportunities for a spontaneous
and privately intimate moment with his spouse, Sally, were
practically an impossibility: “That’s the only time we really
have that’s intimate. Because other times it would be possible” (Harry , Lines 203–204). When asked to clarify, he suggested, “People [staff] coming in and out. There is no lock
on the doors. No doors have a lock” (Harry, Lines 212–213),
and “They’ll knock, but they come in instantly” (Harry, Line
218).
One of the other challenges perceived by Sally, specifically, involved the amount of time she spent together with
her husband. According to Sally, there was not much of an
opportunity for her to have space and privacy away from her
husband. Sally explained, “Through the years, we’ve given
each other time of our own when we wanted it. Now, we
haven’t been separate from each other for more than two
weeks at a time” (Sally, Lines 267–269). Both Sally and
Harry described a deep symbiotic fondness for one another
and, at the same time, they recognized their human desire to
be away from each other for a period of time. As a result
of living in the nursing home, they were restricted to their
environment and to the confines of the nursing home.
The limited opportunities for privacy, as perceived by residents, appeared to restrict the prospect of spontaneity and autonomy. It could also be suggested that a level of acceptance
with regard to limited privacy was a result of the establishment. Many participants reported expectations of the nursing
home as a place for medical needs to be treated; privacy was
expected to a certain degree but could not be compared to
living independently.
Comfort level with sexual discussion with staff and
doctors. In order to understand how residents perceived
opportunity to communicate their sexual needs and concerns
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with staff, it was important to explore the level of comfort
regarding sexual discussion with staff, physicians, and family. All ten residents declined to ever discuss sexual concerns
with staff, physicians, or family members. Most participants
reported discomfort with the idea of discussing their sexual
needs and concerns with staff, physicians, and family members. Even though George was a former friend of the administrator, he admitted, “I’m, not very comfortable—I would
ask the nurse more than I would ask the administrator. Not
about sex. I’ve known her a long time. I knew her before I
come up here” (George, Lines 2023–3034).
Chuck was the only participant who described an interest
in discussing sexual desires, needs, and concerns with staff
and physicians but explained that he was unsure of how to
go about it: “I guess I’m reasonably open to do it. But I
don’t know. I haven’t spoken to these ladies [nursing staff]
about it” (Chuck, Lines 721–722). When asked if he could
identify someone at the nursing home with whom to discuss
sexual needs and/or concerns, Chuck explained, “Not necessarily. Well, I take that back. I talked to them about their
family relations and their divorces. I don’t know what to say.
I can’t put it in words. For some reason or other” (Chuck,
Lines 726–728). Although he never discussed sexual concerns with his physician, he clarified that as a result of the
interview he was interested in learning more about other alternatives to meet sexual needs: “Well you stirred up my appetite for doing something. You did that. By making suggestions when you asked me whether I had done this or done
that and I hadn’t” (Chuck, Lines 750–751). Although two
participants experienced erectile difficulties after the death of
their spouses, one considered discussion meaningless without a partner. George dismissed the possibility of having a
sexual discussion with a physician because “I wouldn’t even
know what to do if [I could]” (Line 2171). Comfort level
discussing sexual concerns and interests was considered a
perceived barrier because not one resident had discussed sexual concerns and/or interests with those who cared for them,
whether they were staff, physicians, or family members.
Be our guest. The residents in this study did not desire
to move into the nursing home, but were forced to do so after
several attempts of living on their own proved too difficult.
As one might feel when staying at a friend’s house, many of
the participants felt like guests in the nursing home. Alma explained, “Why would people be interested in doing that here?
This is not their old house” (Line 485). As a result, the interest in opportunity to voice a thought or opinion regarding
sexual expression seemed unnecessary, as intimacy was not
considered the primary reason for their stay. This constant
state of tension exists when hospitality is challenged by the
hospital setting. Residents are often enticed by “home away
from home” mission statements with the knowledge that privacy and independence will potentially be limited to some
degree as a natural result of the nursing home environment.
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When a person transitions into a nursing home, it is conceivable that they may have already surrendered their independence to a certain degree. Clyde further explained when
discussing couples consisting of one partner who resides in
the nursing home and one who still lives at home: “I look at
a lot of people around here that are married and their wives
come to visit—I wonder what their sex life was like. It’s over.
I know that. They ain’t going to crawl in bed when he’s in
here” (Lines 338-340). When discussing his deceased wife
and how they lived in separate rooms at the nursing home,
George explained: “It bothered me to, you know, to have her
that close and couldn’t do what I wanted to” (Lines 15571558). In fear of becoming too much of a burden or in fear
of being perceived as a “deviant” according to George, these
resident participants chose silence.
Findings Summary
Barriers described in this section, regardless of whether
they were perceived or actual, were considered to be true
obstacles for those in this study. Some participants were
more affected by the barriers than others. Transportation,
privacy, opportunity, and access could be considered typical
affordances for many individuals in the community, but for
many of the participants in this study, those resources and
opportunities were believed to be limited to those outside of
the nursing home.
Some residents were able to creatively identify opportunities (though limited in several ways) and yet, for some single
residents, the limitations of the opportunity both to meet new
people and to participate in dating were described as frustrating and hopeless. Inevitably, the continued lack of social
opportunities decreased the individuals’ perception of hope
for another chance at love. George and Chuck, specifically,
identified the barrier of social opportunity as one of the most
significant dilemmas in their nursing home.
Privacy was also considered a significant barrier to residents. The setup of a standard nursing home room is often
open and occupied by multiple residents, making it quite difficult for respective residents to have private space and distance themselves from each other (Hajjar & Kamel, 2004).
Those with roommates had very little privacy, and even for
those who occupied single rooms, the privacy was extremely
limited, and disruptions were constant throughout the day.
The Resident Bill of Rights emphasized the civil liberties of
the residents to include personal dignity, individuality, and
privacy, and to any person of their choice (Voice, 2019).
These constructs were reported by the residents in this
study; however, what the Resident Bill of Rights does not
clarify is the degree of privacy or length of private visits.
In the case of Harry and Sally, they limited their opportunity of privacy and intimacy with each other to a minimum
of ten minutes not to exceed 15 minutes every morning and
evening. Although the time was not mandated by the nursing
43

Journal of Counseling Sexology & Sexual Wellness: Research, Practice, and Education
home, the residents believed it was the only opportunity they
had for intimacy—an agreement made between nursing staff
and the couple. This perception of limitation and lack of privacy was experienced negatively by several residents. These
findings are consistent with Mulligan and Palguta (1991),
who explained that couples who reside in nursing homes are
highly susceptible to feeling frustrated and emotionally and
physically deprived as a result of lack of privacy, and/or negative attitudes of staff and family toward sexual expression.
Reflexivity and Interpretative Discussion
A reflexive journal was used to document elements considered important and possibly related to the narratives. Reflexivity is the awareness that “all knowledge is affected
by the social conditions under which it is produced; it is
grounded in both the social location and the social biography
of the observer and the observed” (Mann & Kelley, 1997, p.
392).
Excerpts from the reflexive journal were helpful in the interpretation of the findings. For example, privacy was seen as
a major barrier for almost all participants. Each participant
acknowledged limited privacy. It was apparent that privacy
was indeed an issue during the interviews. I interviewed each
person sequentially. Each interview was interrupted at least
once and some interviews were disrupted multiple times.
The disruptions were distracting to some of the participants
and appeared not to bother others. A few participants were
embarrassed by the disruptions and apologized repeatedly to
the researcher. I cannot imagine how difficult it would be to
attempt to engage in any type of self-stimulation or foreplay
with another person.
Beyond privacy, the narratives of these individuals convey a story of survival, humanity, and acceptance. The nursing home is a constant reminder of mortality, from the wailing cries of other residents down the hall to the congested
hallways crowded with human beings sitting in wheelchairs,
some barely able to speak. One of the more existential challenges faced by nursing home residents was the experience of
incredible tangible and symbolic loss. The loss each resident
in this study had experienced was tremendous. For some it
was the loss of friends, lovers, children, and even their independence. For others it was the loss of their identity as a
spouse and lover. Some participants chose isolation, some
gave up on the possibility of future romantic relationships,
and some chose to live out their final days in the confines of
the nursing home. Others desired to be connected intimately
to another person again.
Those who yearned for love and intimacy appeared disenfranchised in their attempts to pursue a love they believed
appropriate. Harry’s fondness for the nurse was met with
mocking sweetness by the administrator until he later revealed his desire to bury his face in the nurse’s hair. The
administrator discouraged him from engaging with the nurse
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again but shortly after that conversation, the nurse quit her
job. Harry explained “So we had to back it down. We still
got along with each other, but wasn’t long, she left. Boy,
that hurt” (Harry, Line 318-319). Regardless of the reality of
the nursing home environment, some perceived staff care as
therapeutic and others perceived staff behavior (kisses, hugs,
and sweet words) as intimate opportunities, as in Harry’s
case. Although it is unclear how nurse behavior was actually
presented with residents, almost every single resident in this
study reported being kissed (on the cheek, forehead, and the
back of the neck) and hugged by staff.
Of the five participants who were married, each had a
unique perspective of life after transitioning into the nursing
home. Sally and Harry both desired to sleep in a single bed
together, and yet medical conditions prevented them from
doing so. Moreover, Sally was apprised of Harry’s feelings
toward the nurse and after decades of marriage, this new relationship was celebrated by both Sally and Harry. Although
there was no doubt they still desired to be with one another,
Harry explained that Sally was there through it all, even before he let the nurse know about his feelings: “She knew that,
every time, Sally knew it. I kept her informed. And Sally has
been a wonderful person about it” (Harry Lines 392-393).
Two couples lived together. The rooms were typically
crowded with dressers and trunks full of what remained of a
person’s lifetime. Sally expressed a need to be separate from
Harry, even for just a few days. Prior to moving in, they had
been together but not always in the same room. Although
Bonnie did not need to move into the nursing home, she did
so in order to be closer to her husband. They did not need
a single bed; they simply needed to be in the same room.
Bonnie chose her husband, perhaps for the very same reason
that Jackson yearns to die at the same time as his wife. They
could not live without each other.
Implications for Mental Health Counselors and the
Nursing Homes
The need for counselors continues to increase as the older
adult population grows, especially for those who reside in
nursing home facilities (Maples & Abney, 2006). Older
adults are not a homogenous group of people, and as found
in the narratives in this study, their thoughts on sexuality and
growing older vary from person to person. Adults undergo a
huge transition when moving from an independent dwelling
to a residential setting, which can cause a great deal of mental
distress and confusion. Beyond their basic needs to live, they
may even feel uncertain about how intimately authentic they
can truly be in a residential setting, especially if they identify
themselves as more or less a “guest” in someone else’s house.
As the nursing home population grows, so does the need
for counselors who are trained to serve the mental health and
sexual wellness needs of this particular population. Counselors are trained to advocate on behalf of the client, so what
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do they need in order to best serve and advocate for the older
adult resident? Most counseling programs, beyond one lifespan development course, do not offer the appropriate training to properly serve older adults and their mental health
needs. Licensed counselors can serve as mental health liaisons and counselors in nursing home settings; therefore,
it would greatly benefit both the students and their field to
incorporate more specific training on aging development and
aging sexual expression.
This study found that many residents perceived more limitations than affordances concerning personal sexual expression and engagement in sexual practices. The lack of both
knowledge on specific policy and comfort with sexual discussion may also act as a barrier to residents’ ability to feel
fully supported and comfortable in expressing their sexual
selves. This study illuminates the need to increase education, training, and awareness of aging sexual expression and
how such expression may be embraced and supported by the
nursing home facility, staff, residents, and counselors. The
ability to encourage clients to have a voice in the nursing
home setting is especially important considering the results
of this study. Kampfe (Kampfe, 2015) explained in her book
Counseling Older Adults: Opportunities and Challenges, that
counselors are the best choice for older adults because counselors are not only able to offer important micro attending
skills of listening and demonstrating empathy and validation,
but are also trained to advocate and empower people.
Some older adults may acquiesce to perceived policies and
protocol regarding sexual activity, and as a result, may disregard their own sexual desire. Some may believe that nursing
home staff do not consider older adult sexual expression a
part of a person’s quality of life. Counselors may advocate
for more social opportunities for residents to meet others in
the nursing home or outside in the community. Counselors
may also help to train nursing staff regarding positive sexual
expression and may also be in an optimal position to promote
sex-positive nursing home reform. For example, it might be
beneficial in George’s case for him to have staff who not only
encourage the viewing of pornographic movies, but also collaborate with him to select a better time to watch the videos.
Moreover, although older adult sexual expression may
change over time, it still exists (Lindau et al., 2007), and as a
result, we are seeing an alarming rise of sexually transmitted
diseases and infections among this population. Counselors
have the incredible opportunity to objectively and affirmatively provide comprehensive sex education to older adults
residing in nursing home facilities. As a licensed counselor,
I would also suggest for nursing homes to develop the following sex-positive practices with counselor support to (1)
individually meet with residents upon orientation to discuss
sexuality-related rights of residents and to present sexualityrelated opportunities offered by the nursing home, (2) communicate sexuality-related opportunities to residents on an
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ongoing basis, (3) evaluate sexual needs of clients on a routine basis through surveys, (4) create a library of sexualityrelated videos and literature for resident use including romance novels, (5) provide condoms, dental dams, lubricants,
and literature on sexually transmitted infections and diseases
to residents who are actively sexual, (6) encourage residents
to request information regarding sexual issues with a physician, (7) facilitate community-based events and activities for
residents to socialize with other nursing homes, senior centers, and retirement communities, and (8) facilitate in-home
activities and workshops on the topic of sexual expression
(e.g. a party where someone comes in to talk about arthritisfriendly masturbatory tools and lubricants) and ways to redefine their sexual script.
Lastly, counselors would ideally provide comprehensive
sex-positive training for both staff and residents to learn current information on the topic of aging sexual expression.
This training could be done individually or in a group setting
with residents but should be done as a group with staff, as
it is important for all staff members to be on the same page
where residents and sexual expression are concerned. Educational intervention training could also be included for staff
and residents who display negative attitudes toward sexual
expression.
Nursing homes are full of unique individuals with vastly
different backgrounds. Therefore, it would behoove nursing homes and counselors to consider sexual expression as a
part of resident quality of life. This study suggests that there
is an uncommunicated need for residents to express themselves in a way that encourages autonomy, independence,
and sexual expression. Every single resident in this study
described a disinterest or discomfort in communicating their
needs to staff, which could suggest to nursing homes and
counselors that more communication on the topic is needed.
Of course, the findings from this small sample study cannot
be presumed to make a sweeping statement for all residents
in all nursing homes. These examples do however speak to
how the system of thinking may be different if residents were
knowledgeable of specific policies on positive sexual expression and had counselors who could help to empower them to
have a voice when it comes to their sexual needs and their
need for autonomy and privacy.
Limitations
Qualitative research offers an incredible opportunity for
individual voices to be heard; however, the data is neither
generalizable nor comprehensive. The voices of these ten
brave individuals cannot account for every older adult who
resides in a nursing home. Specifically, these individuals
resided in two small Midwestern towns and all participants
identified as White. It could be assumed that a more diverse
group of people could produce very different data. Additionally, many women in their 70s and 80s embrace their sexual45
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ity (Doll, 2013). In this study, the idea of sexual expression
was not heavily considered and two women considered the
interest and act of sexual expression unimportant across their
lifespan.
Although it is essential for narratives to be heard from the
actual voice of the participant, a potential weakness that may
exist in this study involves self-reporting. The women in particular were not as forthcoming as had been anticipated, and
it is conceivable that if participants believed that reporting of
sexual behavior did not align with social expectations, that
they might have censored themselves as a result. Finally, although the researcher was critically self-reflective about their
own preconceptions and incorporated triangulation, bracketing, member checking, and trustworthiness to confirm and
collaborate meaning, researcher bias is a potential limitation
in qualitative studies.
Conclusions
There is limited research, both quantitative and qualitative, on the topic of aging sexual expression; nevertheless,
aging sexual expression exists in nursing homes. Counselors
and staff are in an ideal position to advocate on behalf of the
nursing home resident population, and yet, without the research to support and strengthen communication and policy
on healthy aging sexual expression, the desires of the residents will continue to be challenged. This study may be used
to expand the knowledge of aging sexual expression specific
to the resident community for counselors, nursing home administrators, staff, residents, and family members. Qualitative resources within the nursing home resident experience
have primarily focused on the perspective of the staff member. This study was able to take place in a nursing home
setting where residents were personally asked questions regarding their sexual interests, desires, concerns, and views
on sexuality in general. It included idiographic narratives of
individual residents and expounded on their stories as sexual beings, or better yet, as human beings shaped by varying
experiences, generational influences, and gender ascription.
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Developing LBGTGEQIAP+ Allies for Action: A Developmental
Counselor Training Model
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The authors present a model for helping students and supervisees to move beyond competence
and toward action-based advocacy utilizing the Multicultural and Social Justice Counseling
Competencies and extant literature in counselor and ally development. Four developmental
stages are posited based on the MSJCC domains, and various strategies for teaching competencies at each level are provided.
Keywords: LGBT ally development, advocacy, MSJCC

Introduction
LGBTGEQIAP+ individuals encounter various challenges and potential negative mental health outcomes as
a result of oppression, harassment, bullying, and violence
based upon their sexual or gender identity and/or orientation (Asta & Vacha-Haase, 2012; Donatone & Rachlin, 2013;
Ji, 2007; Singh & Moss, 2016). Others’ attitudes and prejudices can negatively impact an individual’s sense of self,
sense of safety, actual safety, and sense of belonging, leading to higher rates of depression, suicidal ideation, dropping
out, decreased school attendance and academic achievement
when compared to their hetereosexual and cisgender peers
(Green, Willging, Ramos, Shattuck, & Gunderson, 2018;
Diaz, Greytak, & Kosciw, 2008). Counselors in all settings
need to be prepared to work with and advocate for clients
and students all along the gender and sexuality continua.
Counselor educators and counseling programs are responsible for preparing future counselors to work with diverse
populations, and to meet the needs of gender and sexuality diverse clients and students (Council for Accreditation of
Counseling and Related Educational Programs [CACREP],
2016; Association for Multicultural and Counseling Development [AMCD], 2015).
Our profession is calling counselors, counselor educators, and supervisors to move beyond competency (Moe,
Perera-Diltz, & Sepulveda, 2014). Counseling’s seminal
professional guidelines, such as the Advocacy Competencies (ACA, 2003), Code of Ethics (ACA, 2014), Standards
(CACREP, 2016), the Multicultural and Social Justice Counseling Competencies (MSJCC; AMCD, 2015) resoundingly
call counselors to action. The preamble of the Code of Ethics
calls counselors to promote social justice (ACA, 2014), and
the Standards (CACREP, 2016) require counselor education
programs to train counselors to recognize and eliminate oppressive and discriminatory practices (Standard F.2.h). This
trend towards action-oriented forms of advocacy speaks to

a paradigm shift within our profession. Rivers and Swank
(2017) stressed that mere acceptance of individuals who
identify as LGBT is no longer acceptable, and that the time
has come to train allies who stand with members of LGBT
community. As counselors are called to be social justice advocates, the need for counselor preparation programs to be
thoughtful and intentional in curriculum and student development is increased.
The Association for Lesbian, Gay, Bisexual, and Transgender Issues in Counseling (ALGBTIC) presented a change
to the acronmyn used to denote members of the LGBTGEQIAP+ community (Ginicola, 2019). Per the ALGBTIC
website (ALGBTIC, n.d.), “With the recognition that no abbreviation of our communities’ identities are perfect, this is
not intended to disrespect any identity, but rather to provide
the most inclusive initialism as a starting point to discuss and
advocate for our shared communities’ identities and rights
and our individual identities” (para. 1). The new acronym
refers to (L) Lesbian, (G) Gay, (B) Bisexual, (T) Trans,
Transgender: & Two-Spirit, (GE) Gender Expansive, (Q)
Queer & Questioning, (I) Intersex, (A) Agender, Asexual,
Aromantic, (P) Pansexual, Pan/Polydender, Poly Relationship Systems, (+) other related identities. In keeping with
our commitment to inclusivity and in support of personal
identities, we will use this new acronym except when citing
previous work that used a previous version of the acronym.
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In response to the MSJCC (AMCD, 2015), counselor development scholarship, and extant literature in ally development, we propose a scholarship-based developmental model
for training counseling students and supervisees to move beyond LGBTGEQIAP+ competency and reinforce the call to
advocacy and ally-ship. In developing the MSJCC, one of
the primary goals of the AMCD Multicultural Counseling
Competencies Revision Committee was to “address the expanding role of professional counselors to include individual counseling and social justice advocacy” (p. 29). Scholars continuously invite counselors to appropriately advocate for LGBTGEQIAP+ populations (ACA, 2003, 2014;
ALGBTIC, 2012; Asta & Vacha-Haase, 2012; CACREP,
2016; Neuer Colburn, Whitman, Elliott, Kemer, & Choudhuri, 2017; Rivers & Swank, 2017; Walker & Prince, 2010).
Specifically, CACREP (2016) requires programs to provide
advocacy and social justice training (see Standards 1.X,
2.F.1.e, 2.F.2.b, 6.A.3, 6.B, 6.B.5). Concurrently, a growing
number of authors have posited specific strategies for LGBTGEQIAP+ competence and advocacy (Donatone & Rachlin, 2013; Fingerhut, 2011; Grove, 2009; Lynch, Bruhn, &
Henriksen Jr, 2013; Rivers & Swank, 2017). In an effort to
bring these offerings together, we will first review counselor
and ally development literature. Then, using the MSJCC
developmental domains of Counselor Self-awareness, Client
Worldview, and Counseling Relationship, along with a fourth
stage we named “Public Advocacy,” we will point to various literature-based strategies, developmentally arranged, to
address attitudes and beliefs, knowledge, skills, and action
competencies within each stage.
Ally Development
One of the primary goals of training students in multicultural competence is to help them become effective allies
to marginalized communities and to prime them for social
justice advocacy (Ratts, Singh, Nassar-McMillan, Butler, &
McCullough, 2016). The term “ally” has been described and
defined in various ways (Asta & Vacha-Haase, 2012). The
most basic definition, according to the Merriam-Webster dictionary, is “one that is associated with another as a helper; a
person or group that provides assistance and support in an
ongoing effort, activity, or struggle" (Ally, 2018). This definition supports both passive observers and those who engage in more active involvement. To be sure, ally-ship exists
on many levels, starting with simply claiming support of the
‘other,’ to being willing to hear what the ‘other’ has to say,
all the way to initiating policy changes and taking legal action to change systems that continue to harm marginalized
people. Straight for Equality (n.d.), a program of PFLAG
offers a spectrum model including new ally, everyday ally
and super ally for LGBTQ+ ally development and offers resources within each stage to improve LGBTQ+ ally effectiveness. Despite the good intentions of those who wish to
Vol. 2 No. 1, 48-57, doi:10.34296/02011027

support LGBTGEQIAP+ communities and some of the political advances made over the past 15 years, many are concerned that simply professing to be an ally is not enough to
help LGBTGEQIAP+ communities. Persons identifying as
LGBTGEQIAP+ need true advocates to step up and take a
more proactive stance in establishing social justice.
As applied to counselors striving to serve as allies, Lynch,
Bruhn, and Henricksen (2013) designated the word stray to
refer to a non-GLBT identified counselor who has knowledge
of GLBT issues and some confidence in their ability to work
with identified clients, as separate from ally, which comes
with a greater responsibility to advocate for the entire GLBT
population. To be sure, the counseling field is calling for activists who, as persons of privilege, will stand with members
of marginalized communities, and not just for them. The
stray term denoted by Lynch et al. (2013) parallels our interpretation of standing for the LGBTGEQIAP+ population.
Counselors standing for LGBTGEQIAP+ populations parallel with the beginning of the PFLAG spectrum. Notably,
Woodford, Kolb, Durocher-Radeka and Javier (2014) found
that even most college campus-based ally training programs
tend not to prioritize preparing allies to confront prejudice
and discrimination. Counselors standing with the LGBTGEQIAP+ population, on the other hand, take action in the presence of injustices and engage in public advocacy behaviors,
paralleling with the “super ally” end of the PFLAG spectrum.
In addition to improving the lives of people who have been
marginalized, embracing ally-ship may improve one’s own
life. Rotosky, Black, Riggle, and Rosenkrantz (2015) found
that being an ally is inherently rewarding and can improve
overall well-being, suggesting that when counselors serve as
allies, they are helping themselves in addition to helping others. We concur, and therefore encourage the development
of true LGBTGEQIAP+ allies. In this article, we will use
the term "ally" to denote a social justice-minded person who
takes action to stand with members of LGBTGEQIAP+ communities to reduce systematic oppression and promote equality.
Some students and supervisees may be well-prepared to
become such allies; perhaps they are already supporters of
the LGBTGEQIAP+ community. Others may tout moral or
religious biases against members of the LGBTQIAP+ community, and still others may come with implicit/blind biases. This complicates the work of developing social justice minded allies. To date, there is no tested protocol for
fully developing allies. However, researchers have identified constructs positively associated with claiming an “ally
identity,” including knowing members of LGBTGEQIAP+
communities and/or perceiving that they have had adequate
training, being female and highly educated, and being politically liberal and religiously inactive (Fingerhut, 2011; Goldstein & Davis, 2010; Lynch et al., 2013). Additionally, Asta
and Vacha-Haase (2012) highlighted the importance of social
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justice values, feedback from others, and being a member of
multiple groups that are marginalized as additional factors.
Scholars have also identified barriers to becoming allies,
including time, confronting derogatory language, lack of
awareness of terminology, and religiosity (Asta & VachaHaase, 2012; Rivers & Swank, 2017). Lassiter and Sifford
(2015) cautioned that the process of change from lack of
awareness to ally-ship often comes slowly. This is one of
the reasons the current model is rooted in counselor development.
Student and Supervisee Development
Counselor educators carry the responsibility of facilitating students’ movement through various stages of personal
and professional identity development as they navigate becoming LGBTGEQIAP+ social justice advocates. An understanding of the stages of development and the corresponding tasks to master at each stage is required to adequately
meet the students where they are. Ronnestad and Skovholt
(2003) identified six phases of counselor development. The
initial ‘Lay Helper’ phase refers to students prior to entering
their programs and points to how their personal worldview
is often what draws them to pursuing counseling degrees.
The ‘Beginning Student’ phase is characterized by the struggles and doubts that students experience at the beginning of
their coursework. During this phase, the learning and initial
mastery of basic theories, models, and skills assists the students in gaining some confidence. In the latter half of a student’s training program, they move into the ‘Advanced Student’ phase, during which students navigate their internship
or field placement and strive to become the professionals they
hope to be. Caution and striving for perfection characterize
this phase, and supervision serves as a key influence throughout this phase. Once students graduate and enter the early
stage of their careers, they begin the ‘Novice Professional’
phase. Again, supervision is influential in assisting fledgling
professionals as they define and refine their personal identities. The final two phases include the ‘Advanced Professional’ and the ‘Senior Professional’ stages, which are characterized by advanced conceptualization, confidence, and expertise.
Our proposed model aligns with Ronnestad and
Skovholt’s (2003) phases of beginning student, advanced
student, and novice professional. Movement within and
through developmental stages is fluid; earlier stages are
not necessarily complete when students move into later
stages (i.e., self-awareness is not complete when a student
moves from being an early student to a mid or advanced
student). Furthermore, a consideration of Bronfenbrenner’s
(1994) Ecological Model and the intersection of individuals
with their own systems is beneficial to understanding
context of counselor development. Bronfenbrenner focused
on the development of individuals within four systems:
50
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the microsystem or their interpersonal relationships, the
mesosystem or the interaction amongst these relationships,
the exosystem or the indirect influences on an individual, and
the macrosystem which encompasses the social, political and
cultural norms that impact the individual. The confluence
of these systems inform the development of implicit bias,
defined as “actions or judgments that are under the control of
automatically activated evaluation, without the performer’s
awareness of that causation” (Greenwald, McGhee, &
Schwartz, 1998, p.1464). Self-awareness, knowledge, and
specific skills related to implicit bias are paramount to
becoming an effective social justice advocate.

Developmental and contextual models should inform the
timing of certain training interventions for counseling students. If educators and supervisors try to move students too
soon to a certain social justice mindset, students may not be
receptive to the training, resulting in a “lost opportunity” to
meet the goal of ally development. In order to help students
and supervisees move beyond competency and into ally-ship
and action-oriented advocacy, counselor educators must be
aware of student development and appropriately designed
tasks at each stage to assist students in their development.
In assembling our model, we utilized the MSJCC (AMCD,
2015) as a framework to understand and focus on the evolution of counseling competencies and tasks needed in order to
develop into an effective, action-oriented ally.

One important aspect of any training and development effort is to evaluate the degree to which goals and objectives
have been achieved. Therefore, strategies for supporting ally
development should also include measurements of ally identity, so that educators, supervisors, and trainees may evaluate
the efficacy of their efforts. Ji and Fujimoto (2013) developed the LGBT Ally Identity Development (LGBT-AID) instrument to measure the overall level of ally identity. The instrument is based on their model of ally development, rooted
in social identity theory, self-concept formation, and multicultural counseling theory. Utilizing Rasch analysis, the
authors found two primary dimensions of ally development.
The internal/interpersonal dimension included internal beliefs and views of a person, along with the feedback they
received from others about their ally identity. The activity
dimension referred to the actions people took based on the
internal/interpersonal dimension. The following year, Jones,
Brewster, and Jones (2014) developed the Ally Identity Measure (AIM). This measure established knowledge and skills,
openness and support, and oppression awareness as the primary dimensions of ally development. Despite the importance of measurement and evaluation in any training program, we were unable to find any empirical studies utilizing
either of these tools for measuring ally development
Vol. 2 No. 1, 48-57, doi:10.34296/02011027
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A Developmental Ally Training Model
Utilizing the MSJCC (AMCD, 2015) as a foundation, our
model blends extant knowledge of LGBTGEQIAP+ Ally
Development and Counselor Development. The model is
presented in Table 1. The goal of the model is to provide
an initial attempt at bringing these three bodies of literature
together. Stages One through Three are named directly from
the MSJCC and include Attitudes and Beliefs, Knowledge,
Skills, and Action competencies. Additionally, Stage Three
also includes the Intrapersonal and Interpersonal competencies (MSJCC IV.A.IV.B). Stage Four, Public Policy, includes
MSJCC competencies IV.C-F. For each stage, we have estimated the chronological point in a training program during
which students might identify with that stage. Obviously,
these estimates will vary based on program structure. We
propose this as a model for all students, regardless of their
sexual or gender identity status. Identifying as a member of
the LGBTGEQIAP+ population does not necessarily mean
that one is equipped and prepared for advocacy.
Stage One - Counselor Self-Awareness takes place at the
beginning of the students’ training, typically during the first
two terms of the master’s in counseling program. Stage Two Client Worldview occurs once introductory courses are complete, typically during the third and fourth terms of the program. Stage Three - Counseling Relationship occurs at advanced stages of training during terms five and six, and Stage
Four - Public Advocacy takes place after completing a master’s in counseling and while pursuing state licensure. Following developmental literature, the model builds upon itself
so that the competencies addressed in earlier stages of development inform the competencies developed at later stages,
and all are in the mix. For example, an advanced student focusing on the Counseling Relationship and Interpersonal advocacy interventions should still be tending to their own SelfAwareness and understanding of Client Worldview. Per the
MSJCC (AMCD, 2015), we encourage intentional analysis
of privilege, marginalization, and oppression at every stage
of development, repeatedly analyzing the MSJCC quadrants
of privilege and oppression.

the LGBTGEQIAP+ community, this early developmental
stage is the time to initiate awareness and examination of attitudes, beliefs, values, biases, social status, and privilege, and
how oppression and marginalization impact their worldview
(Ratts et al., 2016).
Rivers and Swank (2017) pointed to the importance of exercises that foster self-awareness when training allies. Counselor educators can utilize various values self-assessments
and self-awareness exercises, including reflection papers that
allow exploration of personal biases (MSJCC, I.1). These exercises will help students become aware of their own beliefs
and value systems as well as their assumptions and limitations. Additionally, this stage calls for an understanding of
the invisible privilege that coincides with not identifying as
a member of the LGBTGEQIAP+ community. The Heterosexual Questionnaire (Rochlin, 1998) can be administered at
this point to help students gain perspective. Following an
initial understanding of heterosexual privilege, additional reflection papers on personal bias and the impact of privilege
can be assigned to help students further explore their own
social status. Additionally, educators and supervisors should
introduce exercises that facilitate students’ examination of
statistics and stereotypes. Assignments should be focused
on assisting students’ understanding of the ways their worldview is impacted by their bias, beliefs and social status.
Students in this stage should begin to assess where they
are in comparison to their peers in terms of awareness and acceptance (Rivers & Swank, 2017). Counselor educators and
supervisors should select activities designed to engage students in open discussions about values conflicts and their reactions to social justice related articles in order to understand
the perspectives of their peers. Assigning students to attend a
PFLAG meeting and then write a reflection paper may serve
to assist students with this task (Lynch et al., 2013), further
enhancing their understanding of how worldview is impacted
by privilege, power, and social status (AMCD, 2015, I.4).
Since this could be the first time a student has thought about
differences and the way they impact their own belief system,
counselor educators should guide them through this stage using an appropriate blend of challenge and support.

Stage One - Counselor Self-Awareness

Stage Two - Client Worldview

The MSJCC (AMCD, 2015) should be introduced during
the first few terms in Stage One - Beginning Student. Counselor educators should work with privileged and marginalized counseling students during this stage of developing selfawareness to understand their own individual attitudes and
beliefs, acquire knowledge, develop skills, and respond with
action (MSJCC, I.1). Stage One tasks include developing
the critical thinking skills and ability to compare, analyze
and evaluate their worldview and social status, as well as
how these interact with one another. As students may not
have ever considered their attitudes and beliefs are around

During the second stage, generally during terms three and
four of the counseling program, the focus is on Client Worldview, while still maintaining consistent Counselor SelfAwareness. At this point in their development, having become familiar with the notion of privilege and oppression and
having been introduced to the MSJCC (AMCD, 2015), students are ready to become more fully aware of the lived experiences of members of LGBTGEQIAP+ populations and
their history of oppression, acknowledging that fully understanding the marginalized or privileged status of their
LGBTGEQIAP+ clients is truly a lifelong process (MSJCC,
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Table 1
MSJCC-based Developmental Ally Training Model
MSJCC-based
Developmental
Term in
Stage
Level
Program
Counselor Self
Novice Student
Terms 1-2
Awareness

Client Worldview

Novice Student

Terms 3-4

Counseling
Relationship

Advanced Student

Terms 5-6

*Public Advocacy

Novice
Professional

Grads
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Examples of Interventions
At – self-awareness exercises; understanding values,
self-assessment (MSJCC I.1); Heterosexual Questionnaire
(Rochlin, 1998)
K - paper on own biases, understanding privilege (MSJCC I.2)
S - access acceptance level compared to peers (Rivers &
Swank, 2017); values conflicts discussions (MSJCC I.3)
Ad - attend a PFLAG meeting and write a reflection paper
(Lynch et al., 2013)
At- fuller understanding of LGBTGEQIAP+ lived experiences; history of oppression (MSJCC, II.1)
K- understand terms (Rivers & Swank, 2017); differences between and among terms; ALGBTIC website (MSJCC, II.2)
S- acquire critical thinking and reflection skills in understanding straight privilege (MSJCC, II.3)
Ad- attend professional development workshops; Pride parade; pursue own counseling to facilitate understanding of
own biases (MSJCC, II.4)
At- take Ally Identity Measure (Jones et al., 2014) or LGBT
AID (Ji & Fujimoto, 2013)
K- conducting a scavenger hunt (Lynch et al.,
2013);
papers/presentations:
needs of LGBTGEQIAP+/intersectionality clients; develop a resource file
for the community (Lynch et al., 2013)
S- role play exercises in supervision; debate game (Bayne,
Conley, & Neuer Colburn, in press)
Ad- consider set up of counseling office, for example the “You
can be yourself with me” campaign (M. Lebeau, Personal
Communication, 11/18/17); add LGBT course (Ji, Bois, &
Finnessy, 2009; Lynch et al., 2013)
Intrapersonal- critical analysis of privileged and marginalized statuses (MSJCC, IV.A)
Interpersonal- assignment on evaluating strengths and weaknesses of relationships with individuals with similar and different social statuses (MSJCC, IV.B)
Institutional- examine LGBTGEQIAP+ support within local
institutions; connect clients with LGBTGEQIAP+ friendly
resources in their schools, churches, and community; lead
LGBTGEQIAP+ related sessions at conferences (MSJCC,
IV.C)
Community- interview local GLBT leaders to identify needs
(Lynch et al., 2013); conduct an advocacy project in the community, partner with LGBTGEQIAP+ leaders (MSJCC, IV.D)
Public Policy- offer free psychoeducational workshops for local policymakers and leaders; help start a GSA at a school in
your community (MSJCC, IV.E, Lassiter & Sifford, 2015)
International- conduct research on global politics and policies impacting the LGBTGEQIAP+ persons (MSJCC, IV.F.)

Note. *We named this stage as a place to address advanced counselor advocacy competencies (MSJCC items IV.C-F.); At = Attitudes; K = Knowledge; S = Skills;
Ad = Advocacy
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II.1). Depending on the setting they are in, LGBTGEQIAP+ clients may be marginalized or privileged. Their
privileged/marginalized status is further impacted by intersectionality or identifying as a member of more than one
marginalized group (Peters, 2017).
Members of LGBTGEQIAP+ communities may also be
members of certain racial and ethnic, religious, and/or socioeconomic groups, or have a variety of disability statuses
(Peters, 2017). Ratts et al. (2016) posited that within
these multiple identities, clients, counselors, counselor educators/supervisors, and students/supervisees also have privileged and marginalized statuses. Putting this lens of intersectionality on the privileged/marginalized client/counselor
quadrants of the MSJCC (AMCD, 2015) can assist students
and supervisees in developing Client Worldview competencies. Educators and supervisors should help students and supervisees acquire culturally responsive critical thinking skills
to gain insight on how stereotypes, discrimination, power,
privilege and oppression influence privileged and marginalized clients (MSJCC, II.3).
In particular, classroom discussions addressing the language of LGBTGEQIAP+ in the counseling discipline are
useful. Students should understand the history of the
acronyms used to describe members of this marginalized
population. Rivers and Swank (2017) found that many students acknowledge their lack of understanding around transgender issues. Hence, students need to understand the differences between transgender (T), gender expansive, lesbiangay-bisexual (LGB), and sexually diverse populations. Gender diverse clients have been grouped with sexually diverse
clients over the years, even though ALGBTIC (2014) published specific competencies for working with transgender
clients ten years ago. The reality that LGB denotes sexual
preference, while T refers to gender identity, and that a person has both sexual and gender identities, is paramount in
understanding members of both groups. Additionally, the
new acronym LGBTGEQIAP+ suggests that students need
instruction around the additional issues of gender expansion,
queer and questioning, intersex, agender, pansexuality and
other related identities.
Other ideas for building competencies for Client Worldview include examining the ALGBTIC website and hosting a discussion about the use of pronouns. Rivers and
Swank (2017) presented an ally training model that included
a matching game during which terms and definitions were
presented and discussed. A great way to build client worldview competency is to bring in speakers from the community (Grove, 2009; Rivers & Swank, 2017), and encourage
students to participate in immersion experiences, such as attending a Gay Pride or Trans Pride event in their community
or attending other pro-LGBTGEQIAP+ events. Lynch and
colleagues (2013) suggested having students write a paper
describing what it would be like to live as a heterosexual perVol. 2 No. 1, 48-57, doi:10.34296/02011027

son in a world where same-sex relationships and/or gender
diverse identities are the norm and where being straight is
highly discouraged.
Sexuality is a construct that many counselors report feeling underprepared to work with (Dupkoski, 2012). Limited
curriculum in the scope of one multicultural course may not
provide a vehicle to fully examine beliefs and biases while
building adequate content knowledge and preparation for interventions with clients around aspects of their sexual identity. Sanabria and Murray (2018) advocated for the infusion of human sexuality concepts into all areas of counselor
education, as opposed to being confined to a certain specialty course. They offered a variety of strategies for faculty through the lens of the CACREP 2016 core curricular
standards (CACREP, 2016). Additionally, they suggested
exercises that can be integrated in specific courses to reinforce counselor awareness and competencies for working
with clients around sexual diversity and sexuality issues.
Developing a lifelong plan to continue acquiring knowledge of LGBTGEQIAP+ clients’ privileged and marginalized status (MSJCC, II.2) will reinforce the importance of
cultural humility (Hook, Davis, Owen, Worthington, & Utsey, 2013) in the quest for being an ally to the LGBTGEQIAP+ population. Students and supervisees should assess
their own limits and strengths and revisit the MSJCC quadrants around LGBTGEQIAP+ issues when working with
privileged and marginalized clients (MSJCC, II.4). Finally,
students should consider seeking their own counseling to address the biases they discover in themselves when viewing
the world through the lens of people who identify as LGBTGEQIAP+ (MSJCC, II.4).
Stage Three - Counseling Relationship
Near the fifth and sixth terms in the counseling program,
the Advanced Student phase of development focuses on the
Counseling Relationship, while still tending to Counselor
Self Awareness and Client Worldview. In this stage, students
should have a beginning understanding of both intrapersonal
(MSJCC, IV.1) and interpersonal (MSJCC, IV.2) counseling
and advocacy interventions. Additionally, students should
examine how the intersection of multiple worldviews, multiple social statuses and attitudes, and beliefs converge to
impact the counseling relationship in positive and negative
ways (MSJCC, III.3). In this stage of development, some
students will be compelled to acknowledge and begin the often difficult challenge of resolving conflicts from deeply held
conservative religious beliefs (Asta & Vacha-Haase, 2012;
Bayne et al., in press; Farmer, 2017; Neuer Colburn et al.,
2017).
Ally development measures such as the AIM (Ji & Fujimoto, 2013) and LGBT-AID (Jones et al., 2014) should be
utilized to help students increase their awareness and understanding of their own ally development in collaboration with
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their client relationships. Furthermore, counselor educators
and supervisors should utilize role play for experiential learning, as well as more action-oriented activities such as conducting advocacy projects in the local community (Lynch et
al., 2013, MSJCC III.4). One way to help students and supervisees promote advocacy in the counseling relationship is
to challenge them to intentionally consider the decor in their
offices (Benton & Overtree, 2012; Sheedy, 2016). For example, the Alabama chapter of ALGBTIC (ALGBTICAL)
sponsored a silent auction for framed art created by their
members using the theme “You Can be Yourself with Me.”
Each picture was hand-painted in pastel rainbow colors and
included an image in addition to the theme words. The pictures were purchased by other counselors and supervisors for
display in their own offices (M. Lebeau, Personal Communication, 11/18/17).

benefit from an elective course on LGBT issues (Ji et al.,
2009).
A student in Stage Three should be moving beyond the
counseling relationship and toward addressing intrapersonal
(MSJCC IV.A) and interpersonal (MSJCC IV.B) counseling
and advocacy interventions. They should assist clients in
the exploration and critical analysis of the intersection of
their privileged and marginalized statuses within their lives
as well as helping them to develop self-advocacy skills. Furthermore, they should work with their clients to understand
and facilitate relationships with individuals with similar and
different social statuses. It is through the attainment of
these competencies that counselors are able to move beyond
themselves and their client relationships to empowering their
clients.

Introducing the competencies for working with Lesbian,
Gay, and Bisexual (ALGBTIC, 2012), sexually diverse,
transgender (ALGBTIC, 2014), and gender diverse clients
will help students critically assess their level of LGBTGEQIAP+ competency mastery. This assessment can be enhanced by holding active discussions in class pertaining to
ethical situations and dilemmas, participating in activities
such as a “debate game,” in which students are assigned to
advocate for a position on an issue regardless of their personal stance (H. Bayne, personal communication, October
1, 2016), and playing games like Counselor-opoly (Howard,
Tran, & Hammer, 2013) that invites students, based upon the
space on the board which they land, to respond to game cards
categorized as Competency Reflections, Role Plays, Vocabulary Challenges, Bias Bonanza, and Ethics Violations.

Stage Four - Public Advocacy

Counseling interns should begin using an inclusive intake form such as the Transgender/Gender Non-Conforming
Intake form (Donatone & Rachlin, 2013; Sheedy, 2016).
This expands students’ awareness of gender-affirming language and provides them with questions and tools for respectfully building initial trust with their clients as well as
being sensitive to their needs. Assigning a paper on the
needs of clients who identify as LGBTGEQIAP+ can help
students to identify how to better serve their clients and
begin to develop an understanding of what resources and
supports are needed within both the university and community. Community-focused activities can include conducting a
scavenger hunt to identify resources in the community, having the university’s GLBT office present a workshop to students and stakeholders, as well as tasking students to create resource files for the community (Lynch et al., 2013,
MSJCC III.4). In this stage, students should examine LGBTGEQIAP+ clients’ relationships with friends and family and
assist them in fostering healthy relationships. Additionally,
they should examine intersectionality issues associated with
LGBTGEQIAP+ clients and utilize culturally appropriate interventions (ALGBTIC, 2012). Students in this stage would
54

During the novice professional stage of development, the
focus is on advanced Counseling and Advocacy Interventions, specifically Institutional, Community, Public Policy,
and International and Global Affairs (MSJCC, IV.C, D, E,
and F), while still paying attention to previously achieved
competencies in Counselor Self Awareness, Client Worldview, and the Counseling Relationship. These advanced
competencies require that the new graduate publicly identifies as an LGBTGEQIAP+ Ally, and also that they collaborate with members of LGBTGEQIAP+ communities in
public advocacy (ALGBTIC/AARC, 2017). Institutionally,
licensure-bound counselors should identify support within
the local community schools, churches, and other organizations, and link LGBTGEQIAP+ clients to them. They should
also develop presentations on LGBTGEQIAP+-related topics for delivery in the community and at state and national conferences (MSJCC, IV.C). Additionally, supervisees
should review publications and discuss reactions to descriptions of the lived experiences of being an ally, comparing and
contrasting with their own experiences (Ji, 2007; Rostosky et
al., 2015). Graduates should interview local GLBT leaders in
the community to specifically understand what they need in
the way of support from allies (Lynch et al., 2013). Further,
new graduates should take that information and partner with
LGBTGEQIAP+ leaders to conduct an advocacy project in
the community. They could also volunteer their counseling services at the local LGBTGEQIAP+ Center (MSJCC,
IV.D).
From a Public Policy perspective, counselors should
strongly consider serving on a legislative advocacy committee, either through the ALGBTIC or some other organization
focused on promoting the rights and welfare of persons who
identify as LGBTGEQIAP+. They should also consider offering psychoeducational workshops for local policymakers
and community leaders (MSJCC, IV.E). Lassiter and Sifford
(2015) suggested that counselors consider helping a local
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school form a Gay-Straight Alliance (GSA) group. Internationally, counselors should engage in research on global politics and policies impacting LGBTGEQIAP+ persons. They
should join international organizations designed to promote
social justice for the LGBTGEQIAP+ population and participate actively. Additionally, they should prepare workshops
and presentations for International conferences (MSJCC, IV.
F).
Discussion and Implications
In this article, we blended current LGBTGEQIAP+ and
ally development scholarship with traditional thinking about
counselor professional development. We then applied these
to the foundation of the MSJCC (AMCD, 2015) for a
proposed model to train LGBTGEQIAP+ allies throughout counseling programs and into pre-licensure supervision. Ally-ship requires thorough self-reflection and selfawareness around bias, privilege, oppression, and marginalization (Ratts et al., 2016), yet this examination of oneself
and awareness is only the first step. Allies must be equipped
with knowledge and develop skills that lead to empathic understanding (Bayne et al., in press) and a collaborative counseling relationship. Finally, true ally-ship requires counselors to act. Talking about LGBTGEQIAP+ rights or claiming to be LGBTGEQIAP+ affirmative are great ways to get
started; to be an ally means that counselors not only stand
for but with members of the LGBTGEQIAP+ population to
partner with them for equal rights, wellness, and to dismantle
systemic oppression.
The current model is a first attempt at integrating literature
from three different areas to create something cohesive that
we hope will have practical value for counselor educators and
supervisors. In a best-case scenario, the model could be applied as an intentional part of a faculty-wide initiative, so that
students experience consistency from class to class regarding
their potential as LGBTGEQIAP+ allies (Neuer Colburn &
Upton, 2017). Counselor educators and supervisors should
apply a developmentally appropriate blend of challenge and
support when working with students and supervisees, keeping their own cultures and systems in mind, and realizing
that some students may resist becoming LGBTGEQIAP+ allies. In these cases, faculty should dialogue with the student around their own self-reflective process of what being
a counselor means to them. Established gatekeeping measures may need to be engaged, depending on the dispositions
demonstrated by the student. Obviously, students do not develop exactly according to the plan posited in this model.
Hence, it would be futile to apply higher level interventions
to an advanced student solely based on their close proximity
to graduation if they have not yet appropriately explored their
own self-awareness.
The model is organized according to existing research and
we operationalized each developmental stage as occurring at
Vol. 2 No. 1, 48-57, doi:10.34296/02011027

certain points in students’ and graduates’ chronological development, which may or may not fit every person seeking to
become a counselor or the structure/academic progression of
every program. We assigned ideas and strategies from current scholarship into various stages of development and hope
that other researchers will investigate methods to best check
these decisions. We broached the topic of multiple identities,
but our rendering lacks an in-depth discussion on intersectionality. In her “Say Her Name” message, Crenshaw (2017)
provided a foundation for the use of the term intersectionality, illustrating how Black women are impacted by multiple
forces of marginalization then abandoned to fend for themselves. The term has been used in our discipline to denote
people who are simultaneously members of multiple groups
that are individually marginalized due to race, gender, gender
expression, sexual orientation, sexual preference, et cetera.
Grzanka, Santos and Moradi (2017) suggested that the counseling research is lacking a robust discussion of intersectionality that includes an examination and understanding of the
full definition of the term. This article looks at intersectionality as the conceptual idea of multiple identities that individuals may embrace, but it fails to fully encompass the social and political structures that reinforce this construct. Additional research in the area of intersectionality could serve
to better inform programs for training counseling students.
Finally, the model suggests that all counselor educators and
supervisors will be interested in training students to become
action-oriented LGBTGEQIAP+ allies, and this could be an
erroneous assumption in certain cases.
Scholars should continue researching and testing effective
strategies for best practices in LGBTGEQIAP+ ally development. Researchers could test our model by conducting
longitudinal studies with LGBTGEQIAP+ Ally assessments
being taken periodically. Developing an instrument to measure the concerns trainees may have concerning their work
with LGBTGEQIAP+ clients may help guide the development and implementation of training interventions to better
meet students’ needs. A Delphi study of LGBTGEQIAP+
counselor educators could be conducted to hone the model.
Further scholarship can be developed to add tools to each
stage, intentionally creating such tools with developmental
processes in mind.
Counselor educators and supervisors should practice using this model with their students and supervisees. We also
encourage faculty and supervisors to embed parts of the
model in every course as a way of keeping LGBTGEQIAP+
advocacy on the minds of students throughout their program.
Additionally, there is an implication for counselor educators
regarding the evaluation of student dispositions (CACREP,
2016). As students move through their program, a progressive demonstration of advocacy skills becomes imperative.
Licensure supervisors should encourage their supervisees to
reflect on their own development as an ally over the course of
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their education and licensure process. We hope that the use
of this model will provide another step toward overcoming
oppression in the LGBTGEQIAP+ population.
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The purpose of this study was to develop a valid, reliable scale to assess people’s comfort
with sexual behaviors. The Comfort with Sexual Behaviors Scale (CSBS) was developed
through multiple administrations. One factor, general comfort talking about sexual behaviors,
accounted for 65% of the variance. The 30-item CSBS was a valid and reliable measure of
comfort with of discussion sexual behaviors.
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Introduction
Sexuality is a core aspect of human development, but the
ability to express one’s sexuality and exercise one’s sexual
rights is influenced by societal values. Societies that embrace sexual pluralism are described as sex positive, and
those that restrict and/or hold an undesirable view of sexual diversity are described as sex negative (Bullough, 1980).
This same idea can be applied to individuals, couples, families, and other systems (Burnes, Singh, & Witherspoon,
2017; Bhugra, Popelyuk, & McMullen, 2010; Ivanski & Kohut, 2017). Being a sex positive individual means accepting
and encouraging all types of sexuality, including those who
choose to abstain from sexual activity and those who choose
to engage in numerous, diverse sexual activities and express
sexuality and gender in a variety of ways (Williams, Prior,
& Wegner, 2013). Sex positive people acknowledge the possible problematic aspects of sexuality and highlight the constructive aspects of sexuality (Harden, 2014). In the context of counseling, sex positive counselors normalize talking
about sexuality (e.g. a continuum of sexual behaviors, sexual
and gender expression, sexual pleasure), embrace sexual pluralism, utilize client language and definitions of sex/sexual
pleasure, promote comfort and disclosure, focus on sexual
health and wellness, and avoid shaming people (Kimmes,
Mallory, Cameron, & Özlem Köse, 2015; Williams et al.,
2013; Nodulman, 2012). In order to be sex positive, clinicians need to have sexual knowledge, be comfortable discussing sexual topics, understand how sexual pleasure and
sexual wellness are related, and support sexual diversity.
However, currently, there are no measurements that can measure people’s willingness and comfort discussing these topics.
Little has been written about what counselors and therapists are taught about human sexuality, and pertinent literature tends to be outdated (Jaramillo, 2018). The limited research on clinicians’ ability, willingness, and comfort with
sexuality has suggested that clinicians are not, in general,

sex positive (Ford & Hendrick, 2003; Hanzlik & Gaubatz,
2012; S. Miller & Byers, 2008; S. A. Miller & Byers, 2010;
Schover, 1981). In a recent study of why clinicians do not
address sexuality with clients, participants stated that sexuality was difficult to discuss and that they saw it as a peripheral
issue (Urry, Chur-Hansen, & Khaw, 2019). Counselors justified not discussing sexuality because they believed it was
not practical to address sexuality, addressing sexuality was
outside of clinicians’ roles and/or skill set, and clients rarely
brought it up (Urry et al., 2019).
This is consistent with other literature that pointed to a
lack of training on sexuality, deficits in clinicians’ skills in
addressing sexuality, a lack of clinician confidence in addressing client sexuality, and clinician discomfort with the
topic of sexuality (Dermer & Bachenberg, 2015; Hanzlik &
Gaubatz, 2012; S. Miller & Byers, 2008; S. A. Miller & Byers, 2010; Mollen, Burnes, Lee, & Abbott, 2018; Southern
& Cade, 2011; Wilson, 2019). Programs are not preparing clinicians adequately to discuss these basic sexual topics, preparing them even less to discuss more “controversial”
behaviors such as recreational swinging, group sex, and consensual sexual fetishistic behaviors (Ford & Hendrick, 2003;
Mollen et al., 2018). There is a need for more comprehensive training to ensure clinicians are prepared, capable, and
comfortable in addressing client concerns related to sexuality
in general and specific sexual behaviors (Dermer & Bachen-
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berg, 2015; Ford & Hendrick, 2003; S. Miller & Byers, 2008;
S. A. Miller & Byers, 2010; Mollen et al., 2018).
Clinicians, if they have the discussion at all, tend to focus on factual information about sexuality, rather than about
people’s needs, wants, desires, and experiences (Hordern
& Street, 2007). Although knowledge is a basic building
block to having sex-positive discussions with clients, having knowledge does not mean that counselors will engage
in sexual discussions (Harris & Hays, 2008; Hordern &
Street, 2007). Miller and Byers (2012) proposed the concept
of “sexual intervention self-efficacy” to discuss the training,
comfort, and willingness of clinicians to work with sexuality.
This conceptualization has several components: (a) the ability to appear comfortable discussing sexual issues, (b) the
ability to keep personal biases from interfering with sexual
interventions, (c) the ability to give clients accurate information about sexuality, and (d) the ability to be confident in their
knowledge and utilize sex therapy techniques. Developing a
strong sexual intervention self-efficacy may be an effective
way to increase counselor comfort in discussing sexual topics
as well as the likelihood that they will broach these topics in a
sex positive manner (S. Miller & Byers, 2008; S. A. Miller &
Byers, 2010). The literature supported the idea that clinicians
are more likely to initiate sexual conversations if they are
comfortable having sexual discussions with clients (Harris
& Hays, 2008; S. Miller & Byers, 2008; S. A. Miller &
Byers, 2010). Although not operationalized in a consistent
manner across literature, comfort with sexuality and sexual
topics can be defined as the ease in which people can hear,
discuss, and acknowledge cognitive, emotional, and behavioral aspects of sexuality (Neaz-Nibur, 2017). In learning
what would help clinicians be more comfortable and willing
to have sex positive discussions with clients, it is helpful to
have an appropriate instrument to measure their comfort discussing specific sexual activities.
Sexual Scales
The authors reviewed available scales related to sexual
attitudes, comfort with sexuality, and comfort with specific
sexual behaviors to see if any could be used to measure
willingness and comfort to discuss specific sexual behaviors. Many of the scales assessed the attitudes, behaviors,
and comfort with one’s own sexuality and sexual behaviors,
assessed general attitudes, or assessed one specific topic (e.g.
attitudes toward abortion or attitudes toward homosexuality). For instance, the Sexual Anxiety Scale (Fallis, Gordon, Purdon, & Kirby, 2020) and the Sexual Opinion Survey (W. A. Fisher, White, Byrne, & Kelley, 1988; Rye &
Fisher, 2020) assess people’s affective responses (extremely
pleasurable to extreme discomfort) related to one’s own sexual behaviors, attitudes, and activities. The Mathtech Questionnaires: Sexuality Questionnaires for Adolescents (Kirby,
1984, 2011, 2020) had subscales to measure comfort with
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talking to parents and partners about sex and birth control.
The Measure of Internalized Sexual Stigma for Lesbians
and Gay Men (Lingiardi, Baiocco, & Nardelli, 2012) looked
at internalized homonegativity. The Knowledge, Comfort,
Approach and Attitudes towards Sexuality Scale (Kendall,
2003) measured medical professional’s knowledge and comfort toward asking questions about functioning after a spinal
cord injury. Additionally, the Multidimensional Measure of
Comfort with Sexuality (Tromovitch, 2011) was a 32-item
measure with four subscales: comfort discussing sexuality,
comfort with one’s own sexual life, and comfort with the
sexual activities of others. Again, these tended to be more
general questions such as, “I can freely discuss sexual topics in a small group of peers,” or were about attitude toward
some specific acts for others such as, “It would not bother
me if I knew that a good friend enjoys anal stimulation during masturbation.” There were also some questionnaires that
asked about specific sexual behaviors. For example, in the
Attraction to Sexual Aggression Scale (Kingston & Malamuth, 2011; N. Malamuth, 1989; N. M. Malamuth, 1989)
participants indicated how often they thought about particular sexual activities such as: necking (deep kissing), petting,
oral sex, anal intercourse, bondage sex, group sex, raping
a woman, and sex with children. However, the main construct assessed was attraction to sexual aggression, not comfort with a range of specific sexual behaviors.
There were other instruments that measured attitudes toward particular sexual topics and acceptance of sexuality for
self and others: (a) The Attitudes Toward Sexuality Scale
(T. D. Fisher, Davis, & Yarber, 2011); (b) Trueblood Sexual Attitudes Questionnaire (TSAQ) (Hannon, Hall, Gonzalez, & Cacciapaglia, 1999; Trueblood & Hall, 1998); (c) The
Sexual Attitudes Scale (S. S. Hendrick & Hendrick, 1987);
(d) Brief Sexual Attitudes Scale (C. Hendrick, Hendrick,
& Reich, 2006); Scale of Knowledge, Comfort and Attitudes of Physiotherapy Students Towards Human Sexuality
(Wittkopf, Cardoso, & Sperandio, 2015), and; (f) Revised
Attitudes Toward Sexuality Inventory (Patton & Mannison,
1995). All instruments measured various attitudes toward
sexuality, sexual values, and some sexual behaviors. They
focused on attitudes toward things such as masturbation, sexual coercion, gender roles, contraception, homosexuality, infidelity, and other topics.
In addition, there were some scales that measured attitudes toward different types of sex and specific sexual experiences. Again, none of these scales could be used to
assess comfort with a wide range of specific psychosexual
behaviors, nor could a single scale be easily revised to do
so. For instance, the Attitudes Toward Unconventional Sex
Scale (Wenner & McNulty, 2011), was developed to assess
people’s general disposition to engage in what some consider unconventional sex and contained five global questions
to assess general attitude toward “out-of-the-ordinary sex.”
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The Cowart-Pollack Scale of Sexual Experience (CowartSteckler, 2011) was a checklist of sexual experiences meant
to assess the heterosexual experiences of an individual or
group.
Scales Assessing Clinical Self-Efficacy
There are a few scales specifically addressing clinical
self-efficacy or comfort with sexuality. For example, The
Lesbian, Gay, and Bisexual Affirmative Counseling SelfEfficacy Inventory (Dillon & Worthington, 2003) measured
people’s confidence in their ability to serve LGB clients
and provide LGB-affirmative counseling that include: advocacy skills, application of LGB knowledge, self-awareness of
one’s own and others’ attitudes toward sexuality, assessment
skills, and relationship-building skills. This scale focused
specifically on confidence in one’s skills in each of the areas
comprising affirmative counseling; it did not, however, assess one’s comfort discussing sexual behaviors. For instance,
clinicians were asked to rate how confident they were in their
ability to “Recognize when my own potential heterosexist biases may suggest the need to refer an LGB client to an LGBaffirmative counselor” and “Identify my own feelings about
my own sexual orientation and how it may influence a client.”
Harris and Hays (2008), while not exploring comfort
with specific sexual behaviors, operationalized the concept
of “sexuality comfort.” In their study they explored therapist
comfort with sexual issues and created a sexuality comfort
scale. Since they could find no suitable measure to assess the
comfort level of therapist sexuality-related discussions, they
created a 15 question scale to operationalize the concept of
sexuality comfort. They based this off of a qualitative study
of “32 sexuality educators who unanimously agreed that sexual knowledge does not ensure comfort with that knowledge”
(Harris & Hays, 2008, p. 243). Again, though, this scale
measured general attitudes and comfort, it did not measure
comfort with a range of sexual behaviors.
As discussed earlier, Miller and Buyers (S. Miller & Byers, 2008, 2020) wrote extensively on the topic of clinicians’ ability to display openness and comfort discussing
sexual issues with clients and created the Sexual Intervention Self-Efficacy Scale to measure clinician confidence
in their competency to address sexual issues. Their 19item scale consisted of three subscales: sex therapy skills
(skills self-efficacy), relaying sexual information (information self-efficacy), and sexual comfort/bias (comfort bias
self-efficacy). Although this scale focused specifically on
clinicians’ perceptions of their own comfort and perceived
knowledge and ability to discuss sexual issues, the statements were about general comfort. There are a few statements about comfort with specific behaviors such as, “I
worry that I would seem uncomfortable if a client talked
about masturbation;” most statements were more general: “I
will be able to treat clients with sexual problems even when
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I don’t necessarily agree with their decisions and actions.”
While there were quite a few scales available on sexual
topics, there were no instruments available to assess people’s level of comfort discussing a range of specific sexual
behaviors. The purpose of the current study was to develop
and validate a scale to measure comfort discussing specific
sexual behaviors. The Comfort with Sexual Behaviors Scale
(CSBS) was created and validated utilizing DeVellis’ (2017)
four-stage model of scale development.
Development of CSBS
DeVellis (2017) suggested a four stage model of scale
development: (1) item development, (2) administration, (3)
evaluation, and (4) finalization. The scale was administered
several times to reduce length and determine validity and reliability. The first administration was a pilot study to reduce
length. The second administration was given to a large group
of participants, used to determine discriminant validity, and
used perform an exploratory factor analysis (EFA). The third,
and final administration, was to establish convergent validity.
Item Development
First, an item pool was developed based on a literature review and review of instruments related to sexuality. The most
comprehensive collection of instruments that focused on sexual issues was the Handbook of Sexuality-Related Measures
(T. D. Fisher et al., 2011). Various items from the various scales in this book, and other relevant literature, were
reviewed as possible inclusions. Many of the scales that
were reviewed related to assessing sexual history, sexual satisfaction, and attitudes toward sexual and gender orientation,
while others included questions about specific sexual behaviors.
Based on the review of existing sexual instruments, literature, and the authors’ clinical, teaching, and supervisory experience, an initial pool of 82 items was created. Items were
designed as declarative statements and the directions stated,
“If it was part of your job and/or career, how comfortable
would you be discussing the following sexual activities with
others? Please rate your comfort level for each of the items
below.” Respondents could rate their comfort level from 1
to 7, with 1 being completely comfortable and 7 being completely uncomfortable. The items utilized were categorized
theoretically into seven primary subscales:
1. Non-Penetrative
Partnered
Sexual
Behaviors
(NPPB)—Activities between two people that are
meant to result in arousal and/or result in sexual
pleasure.
2. Masturbatory Behaviors (MB)—Activities an individual does only to oneself in order to arouse oneself
and/or result in sexual pleasure.
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3. Heterosexual Behavior (HB)—Activities between men
and women meant to result in sexual arousal and/or
sexual pleasure.
4. Homosexual/Bisexual Behaviors (HBB)—Activities
between two men or two women that are meant to result in arousal and/or sexual behavior.
5. Fetishistic (F)—The need for an inanimate object to be
used as part of sexual behaviors in order to have sexual
arousal and/or sexual pleasure.
6. BDSM—The use of bondage, dominance, causing
pain, or receiving pain as a part of sexual arousal
and/or sexual pleasure.
7. Partner Configurations (PC)—Arrangements made for
sexual arousal and/or sexual pleasure that involve three
or more people and/or are sought out under unique circumstances.
In line with the recommendations of Rubio et al. (2003),
content validity of the scale was assessed by a panel of seven
content area experts comprised of licensed counselors, counselors specialized in sexuality and/or couple counseling, and
university psychology professors. They were asked to evaluate whether the statement fit with the purpose of the instrument and the hypothesized subscale. A second panel of six
university instructors and students was established to determine clarity of the language used in each statement. Using initial feedback from the panels, the questionnaire was
refined and revised for clarity. A rule was established that
any items having less than 75% consensus for fitting the purpose of the instrument were to be removed; no items were
removed based on this pre-established rule.
Administration of Pilot Study
A small pilot study (n = 78) was conducted to evaluate
whether modifications were required and to reduce the overall length of the measure. An online survey was created using the SurveyMonkeyTM online data collection system. The
online survey included an informed consent and the Comfort
with Sexual Behaviors Scale (CSBS) Pilot Version. The link
to the survey was sent to potential participants via an online
learning management system to undergraduate students enrolled in several psychology courses and graduate counseling students enrolled in a Sex Therapy course. In addition,
people were invited to participate via Facebook. No demographic questionnaire was included so that participants could
only focus on the item pool.
The goal of the pilot study was to reduce the overall length
of the measure to create a shorter, more practical, and psychometrically sound CSBS measure. To accomplish this
goal, item analyses were conducted to understand the item
Vol. 2 No. 1, 58-68, doi:10.34296/02011023

distribution characteristics, with a primary focus on determining whether there was sufficient item variability to retain
a given item. Several items needed to be removed to make the
measure more practical and to reduce the interfactor correlations. Nearly everyone was comfortable with the behaviors
that were part of the NPPB subscale, so this subscale was
deleted because it did not differentiate between people who
would be likely to discuss sexuality and those who would
not be likely to discuss sexuality. The remaining six subscales were reduced to five items each based on the following
changes. First, extremely skewed items with limited variability were removed (i.e. everyone tended to be likely to discuss the topic or everyone would not be likely to discuss the
topic). Second, items that were highly correlated and contained nearly identical item content (e.g., “A woman using
erotica [sexually explicit books, movies, or internet sites] as
part of sexual arousal with another person” and “A man using erotica [sexually explicit books, movies, or internet sites]
as part of sexual arousal with another person”) were combined to create a single item (e.g., “A person using erotica
[sexually explicit books, movies, or internet sites] as part of
sexual arousal with another person”). After these criteria a
30-item scale remained (see Table 1). Thus, new items were
less redundant, and the length of the overall scale was more
practical.
Full Administration for Exploratory Study
Next the 30-item CSBS was accessed by a new sample
of 702 participants. Included in this administration was a
demographic questionnaire and The Brief Social Desirability Scale (BSDS; Haghighat, 2007). The BSDS was used to
look at social desirability and to look at discriminant validity. After administration, an exploratory factor analysis was
performed on the CSBS.
Participants. Of the 702 participants who accessed the
instrument online, 134 people did not complete any of the
survey items. Of the remaining 568 participants, 84 did not
appear to have valid responses based on the BSDS (i.e., provided a response of “Yes” on all four social desirability questions). Therefore, the final sample used for all the analyses
was 484 (see Table 2). Eighty-four percent of the participants
identified as female, 15% identified as male, and less than
1% identified as transgender. The largest group of participants was Caucasian (50%), followed by African American
(38%), and Latino (6%). Thirty-seven percent of participants
had completed some college or an associate’s degree, 35%
were college graduates, and 29% had completed a masters or
doctoral degree. Forty-six percent of participants made less
than $30,000, 35% made between $31,000 and $70,000, and
19% made $71,000 or more.
Instrument. The Brief Social Desirability Scale
(BSDS) was developed to be a brief, simple assessment
of the social desirability of answers (Haghighat, 2007).
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Table 1
CSBS Items
Item Number and Wording
1. Someone using erotica (sexually explicit books, movies, or internet sites) to arouse oneself
2. Anal fisting (inserting a hand into the rectum) between a man and a woman
3. A woman using a vibrator or dildo for vaginal penetration with a female partner
4. A man cross-dressing (dressing in female clothing) as a part of sexual arousal with a partner
5. Being tied down during sex
6. Non-monogamous (no committed partners involved) group sex (3 or more people)
7. A woman stimulating her vagina with her hand
8. Using a vibrator or dildo for anal penetration of a partner
9. Someone engaging in sexual behaviors with both men and women
10. Sexual arousal from inanimate objects (silk, leather, shoes, etc.)
11. Punishing a partner during sex
12. Committed female couple involving a third person (threesome) for sexual pleasure
13. Stimulation of one’s own anus with hand
14. Vaginal fisting (inserting a hand into the vagina) between a man and a woman
15. Using a vibrator or dildo for anal penetration between two people of the same sex
16. A female cross-dressing (dressing in male clothing) as part of sexual arousal with a partner
17. Sexual arousal from pain
18. Committed heterosexual couple involving a third person (threesome) for sexual pleasure
19. Masturbation (stimulating one’s own genitals) with a sex toy
20. Anal intercourse between a man and woman
21. Vaginal fisting (inserting a hand into the vagina) between two women
22. Defecating on a partner for sexual pleasure
23. Sexual coercion role play (forced sex/rape fantasy)
24. Committed male couple involving a third person (threesome) for sexual pleasure
25. A male masturbating by penetrating a non-human object (e.g. a blow up doll, a masturbatory sex toy, a suction device)
26. A man using a vibrator or dildo for vaginal penetration of his partner
27. Anal fisting (inserting a hand into the rectum) between two people of the same sex
28. Being asphyxiated (cutting off air supply) in order to enhance orgasm
29. Being dominated (told what to do) during sex
30. Committed couples swapping partners with other committed couples for sexual pleasure

Given the length of the CSBS, a shorter social desirability
measure was preferred. The four questions validated in
the BSDS include: “Would you smile at people every
time you meet them?,” “Do you always practice what you
preach to people?,” “If you say to people that you will do
something, do you always keep your promise no matter
how inconvenient it might be?,” and “Would you ever lie to
people?” (Haghighat, 2007). The BSDS was found to be
valid and reliable with a Cronbach Alpha Coefficient of 0.6
and free from gender specificity (Haghighat, 2007). The four
social desirability questions were determined to measure
social desirability (p < 0.0005).
Procedures. After receiving permission from an Institutional Review Board, participants were recruited using
convenience sampling. The link was sent out to (a) various department chairs of accredited counseling, psychology, marriage and family therapy, and social work programs
around the country, asking them to disseminate the link to
their students, (b) to sexual minority listservs compiled from
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http://www.lgbtcenters.org/Centers/find-a-center.aspx, (c) to
undergraduate and graduate level students at a small Midwestern University to be completed either via a mass email
sent to students or through a class they are taking, and (d) via
Facebook.
Participants were directed to the SurveyMonkeyTM online
data collection system and received an electronic informed
consent, a demographic questionnaire, the CSBS, and the
social desirability questions. In order to encourage student
participation, a small extra credit incentive was offered to
those enrolled at the university. Participants were under no
obligation to participate, and could discontinue participation
at any time without repercussion.
A detailed demographic questionnaire was included with
the full administration. Participants were asked about their
race/ethnicity, religion, political affiliation, relationship status, sexual orientation, highest education level, income, zip
code (to determine area of the country participants lived in),
age, and gender. In addition, if they reported postsecondary
Vol. 2 No. 1, 58-68, doi:10.34296/02011023
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education they were asked their occupation and if their field
of study was in a mental health field.
Table 2
Demographic Percentages of Participants
Category
Race/Ethnicity
African American
Caucasian
Hispanic/Latino
Religion and/or Spirituality
Agnostic or Atheist
Catholic
Christian
Spiritual
Relationship Status
Married Opposite Sex
Married Same Sex
Committed Partner Opposite Sex
Committed Partner Same Sex
Single
Sexual/Affectional Orientation
Heterosexual
Gay
Lesbian
Bisexual
Education Level Completed
Some College or less
Associate’s Degree
College Graduate
Master’s Degree
Doctoral Degree
Income
Below $30,000
$31,000-$50,000
$51,000-$70,000
$71,000-$90,000
$91,000-$130,000
Above $131,000
Gender
Male
Female
Transgender

%
38.4
50.4
5.8
15.1
14.8
44.3
15.6
36.5
1.9
24.0
4.0
26.9
82.3
2.1
3.3
9.6
20.6
16.3
34.6
24.0
4.6
46
22.9
11.7
7.8
7.8
3.8
15.1
84.1
.8

Note.Some categories may not equal 100%; reporting of small groups
deleted in some areas

Discriminant Validity
The BSDS and the CSBS do not measure theoretically related constructs, therefore, the BSDS was also used as a measure of discriminant validity. Upon analysis the CSBS and
the BSDS were found to be significantly correlated (-.09).
Although a significant correlation was observed, it was quite
small and likely the result of a large sample size (n =484).
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Therefore, preset criteria were met, and discriminant validity
was assumed.
Exploratory Factor Analysis. Exploratory factor analysis (EFA) is appropriate when analyzing new scales
(McCoach, 2013), and the general rule is to have 5 to 10
participants per variable and a sample size of at least 300
(Comrey, 1992; Tabachnick, 2001). There 484 total participants, which is equal to 16 participants per item. In addition, Bartlett’s Test of Sphericity was significant. Zwick and
Velicer (1986) argue that the K1 rule as the only means of
factor determination is problematic. The difference between
a “major” factor loading of 1.03 and .98, for example, is arbitrary. Additionally, this criterion often overestimates the
number of factors (Zwick & Velicer, 1986).
Factor 1 explained 64.5% of the variance; factor 2 explained an additional 7%, Factor 3 just over 4.5%, and Factor
4 an additional 3.5%. While Factor 2 did explain over 7% of
the variance, its inclusion in the model as a separate factor
is problematic for a variety of reasons. Primarily, this factor did not load independently. Using Principle Axis Factoring as the extraction method, the largest loading for Factor 2
was .516. However, that item loaded primarily on Factor 1
(.791). In addition, although Factors 3 and 4 explain some
of the variance, it is not substantially more than other factors
that were not identified as primary by the K1 rule. For example, the “fifth factor” was not included as its Eigen value
was .72. This factor accounted for 2.4% of the total variance,
not much less than that accounted for by either Factor 3 or
4. In summary, there were three factors (19.60, 1.81, 1.25)
according to the Eigen-value rule. (This states that the Eigen
value must be greater than 1). However, Eigen value is the
least conservative of all factor tests. The next step is a parallel analysis, commonly called Monte Carlo method. This
method is used to look for Eigen values that are smaller than
the Eigen values first received in SPSS. The only one that
was smaller than the initial value was the first factor. This
lends additional support for the idea of only one factor.
Taken together, examination of the EFA suggests a one
factor model as most appropriate for the data. Further, a
visual inspection of the Scree plot (based on Cattell, 1966)
shows a significant drop after the first factor and a near leveling of points beginning with factor two, further indicating a
one factor model. While the Scree test is subjective and interpretation often depends on the training of the statistician, it is
not prone to appreciable affect like the K1 method is (Zwick
& Velicer, 1986). As indicated, a variety of methods, both
statistical and theoretical, were employed to best understand
the data and model fit. Because the best fit was a one-factor
model, a confirmatory factor analysis was not used.
Convergent Validity
Next, the 30-item CSBS was administered to a new sample of participants. Included in this administration was a
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demographic questionnaire and an additional measure, the
Sexual Opinions Survey (SOS), to aid in further validating
the CSBS. The demographic questionnaire and CSBS were
administered identically to the first full administration of the
CSBS, and will not be described below. Again, online snowball sampling method was utilized.
Participants. Although 227 people submitted the survey, some participants did not answer all items, including
some demographic items. However, examination of the data
indicated no pattern of missing data and little missing data
total. Only two cases were removed for a final sample of
225 participants. In this administration, participants were
78.9% female, 19.4% male, and less than 1.5% identified as
transgender. The largest group of participants was Caucasian
(63.9%), followed by African American (17.2%), and Latino
(7.5%). Nearly 28% had completed some college or an associate’s degree, 34.4% were college graduates, and 35.7% had
completed a masters or doctoral degree. Forty-one percent of
participants made less than $30,000, 29.1% made between
$31,000 and $70,000, and 27.3% made $71,000 or more.
Instrument. The Sexual Opinions Survey (SOS) was
developed to measure erotophobia (negative views and responses to aspects of sexuality) and erotophilia (positive
views and responses to aspects of sexuality) (W. A. Fisher
et al., 1988). This scale consists of 21 items that measure
affective response toward different types of sexual stimuli
(heterosexual, homosexual, autoerotic behavior, sexual fantasies and sexual stimuli), rated from 1 (strongly agree) to 7
(strongly disagree). Specifically, the scale consists of 10 erotophobia items assessing negative affective responses to sex
(e.g., “I do not enjoy daydreaming about sexual matters”) and
11 erotophilia items assessing positive affective responses to
sex (e.g., “Seeing a pornographic movie would be sexually
arousing to me”). Some items are reverse coded Respondent
scores on the SOS are obtained by subtracting the sum of the
erotophobia items from the sum of the erotophilia items, and
a constant of 67 is added to the difference. Possible scores
on the scale range from 0 (most erotophobic) to 136 (most
erotophilic). The Chronbach’s alpha of the SOS in Fisher
et al.’s (1988) study was .79, suggesting adequate internal
consistency.
Results. Assumptions of normality tests were conducted on 225 complete cases. Visual inspection of the frequency distribution and box plot of the data do not indicate
normal distribution, whereas visual inspection of the Q-Q
plot indicates probable normal distribution, with some skewing. As visual inspection can be unreliable, normality tests
were then performed. Both the Kolmogorov-Smirnov test
and Shapiro-Wilk test demonstrate that this data does violate the assumption of normality. General practice for larger
sample sizes (>30 or 40) uses and interprets parametric procedures on data without normal distribution (Elliott, 2007;
Pallant, 2007), as true normality is somewhat rare in social
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sciences data. Because the sample is large enough, violation
of normality is not a significant concern.
Internal Consistency. Cronbach’s alpha is a measure of
internal consistency most commonly used for Likert items in
a survey. For the final administration of the CSBS the α =
.98 with a possible range 1-7 and a variance .48, indicating
that the CSBS had high internal consistency. According to
Colliver, Conlee, Verhulst, and Dorsey (2010) using sums
(rather than mean or composite scores) “reflect both the ratings and the number of items, which magnifies differences
between scores and makes differences appear more important than they are” (p. 591). Therefore, composite (or mean)
scores were created for the CSBS, BSDS, and SOS. Composite scores “make it clear how big (or small) measured differences really are when comparing individuals or groups”
(Artino, Rochelle, Dezee, & Gehlbach, 2014, p. 472). These
composite rather than sums scores were utilized in the analyses of convergent and discriminant validity of the CSBS.
Convergent Validity. From a theoretical perspective, individuals scoring high on the SOS should also indicate more
comfort with sexual behaviors on the CSBS, and individuals scoring low on the SOS should demonstrate less comfort with sexual behaviors. For this reason, the revised SOS
was used as a measure of concurrent validity. The majority
of items were significantly correlated, and the overall scales
were significantly correlated at .58 (p < .01). As such, criterion for convergent validity was established.
Discussion
The primary purpose of the present study was to develop
and validate a scale to investigate the level of comfort clinicians have with sexual topics and categories of sexual behaviors. The CSBS was developed based on literature, reviewed
by an expert panel, and validated by a pilot study that reduced
the number of items, and established both discriminatory and
convergent validity. In addition, the scale was shown to be
reliable.
In the full administration of the scale there were six subscales representing, theoretically, six factors. Each of these
factors was highly correlated, and it raised the concern that
there were not six separate factors. One factor, general comfort with the topic of talking about sexual behaviors, accounted for most of the differences in scores on subscales.
The author assumed that participants would be more comfortable with particular subscales. However, those who were
comfortable overall tended to show comfort across all of the
subscales. Those who were less comfortable with sexuality
overall, tended to have lower levels of comfort across the
subscales.
While general level of comfort with sexual issues was expected to be a big part of whether people rated being more or
less comfortable with discussing sexual issues, it was unexpected that there was not more variation of comfort based on
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the type of sexual behaviors (fetishistic, masturbatory behaviors, partner configurations, BDSM, heterosexual behaviors,
homosexual behaviors). One’s overall level of comfort with
sexuality seemed to be more influential than the specificity
of behavior. There were two small factors associated with
partner configuration and BDSM that were not explored because they accounted for a small amount of the variance, but
it implies that there is something else other than just general
comfort for these two subscales. Perhaps these two subscales
are seen as more “atypical” or “abnormal.” Previous research
has supported that there is less acceptance of atypical and
abnormal sexual behaviors (Stockwell, Walker, & Eshleman,
2010).

addition, recruiting from a university, Facebook, and listservs
may have created an overrepresentation of certain groups.
Online surveys can negate some of the social desirability effects present when an interviewer is present with paper-andpencil surveys (Duffy, Smith, Terhanian, & Bremer, 2005).
This is of particular importance where large social desirability effects may be present, as in questions about sexual attitudes and behaviors. It has also been suggested that one
may get more representative samples in some ways because
people can respond at their convenience. However, research
suggests that online respondents tend to be more educated.
Nevertheless, some research has supported the idea that measuring values through paper-and-pencil or online is invariant
(Davidov & Depner, 2009).

Limitations
There were several limitations of the present study. Some
of the limitations related to the form of the scale (online),
sampling procedures, and the social desirability scale. For
example, one of the limitations was the number of people
excluded from the first full administration of the 30-item instrument. Although 702 people who accessed and completed
the demographic questionnaire, 134 of those people did not
complete any of the survey items. Part of this could have
been the length of the demographic questionnaire. Although
not part of the main purpose of the study, ad hoc Analysis of
Variance revealed that some groups tended to be more comfortable discussing sexuality: people with graduate degrees,
those who identified as gay/lesbian or bisexual, male participants, Caucasian participants were more comfortable than
African American and Hispanic participants, and (comparted
to Christians) Atheist, Agnostic, and Spiritual participants
tended to be more comfortable. Based on these analyses,
some of the questions (e.g. region and political affiliation)
did not yield any significant relationship to how the scale
questions were answered and could be eliminated in order
to shorten the demographic questionnaire. In addition, people with very low comfort levels could have self-selected out
once they saw some of the survey questions.
The Brief Social Desirability Scale (BSDS) had four
questions and can be used as part of an attitudinal scale
(Haghighat, 2007). In retrospect, different social desirability questions should have been utilized. Although the scale
had some validity and reliability information to support it, the
number of participants that answered one to four questions in
a socially desirable way calls into question the utility of the
BSDS. It is possible that the BSDS was accurately assessing
social desirability, but more support is needed for the use of
these questions.
Furthermore, a web-survey comes with advantages and
disadvantages. It helps reduce geographic limitations, increases participants’ sense of anonymity (which is important
when assessing sexual comfort), but it also involves sampling
bias to those with internet access and low response rates. In
Vol. 2 No. 1, 58-68, doi:10.34296/02011023

Future Research
The idea of general comfort level influencing one’s willingness to discuss sexual behaviors is consistent with the
available literature on health professionals’ likelihood of addressing sexual issues with patients or clients (Harris &
Hays, 2008; S. A. Miller & Byers, 2009; Træen & Schaller,
2013). Medical and mental health professionals, in particular, are less likely to discuss sex with clients if they feel uncomfortable (Haboubi & Lincoln, 2003; Træen & Schaller,
2013). If health professionals discuss sexual issues, they are
more likely to do so only if the client/patient brings up the
topic first (Haboubi & Lincoln, 2003). In addition, they are
more likely to discuss sex if they have had more than just
classroom training in exploring and/or discussing these topics. For example, clinicians who had more clinical experience, direct supervision, and continuing education related to
sexual topics reported more willingness to directly ask about
and treat sexual issues and concerns (Harris & Hays, 2008;
S. A. Miller & Byers, 2009; Træen & Schaller, 2013).
While level of sexual knowledge may be easy for training programs to address, a clinician’s sexual values are a
more complex issue. Having a scale that can measure the
comfort level of clinicians in discussing specific sexual activities can help explore interventions effective in increasing clinician-comfort and increasing sexual intervention selfefficacy (S. A. Miller & Byers, 2012). The lack of research
in the area of clinician comfort with sexuality leaves the door
open for many questions to be answered. Why is there not
a greater emphasis in training on discussing sexual issues?
Why are some people more comfortable discussing sexual issues than others? Even for those who are more sex-positive,
are there particular psychosexual behaviors they are likely to
be less comfortable discussing? There are a broad range of
questions, and the answers would most likely be beneficial to
clients, the mental health professions, and training programs.
Clients expect that clinicians are knowledgeable and willing to discuss sexual issues. However, the scant research
available on clinician comfort with discussing client sex65
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ual behaviors does not support this assumption. Specialized training and supervision may be needed in order to assist clinicians in identifying, assessing, and discussing sexual issues. A scale is needed to assess clinician comfort with
specific sexual behaviors in order to facilitate future training that will increase clinician comfort and the likelihood of
discussing sexuality.
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